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A vast amount of literature has been written about pelvic 
pain and uterine displacements, and an endless number of 
instruments and operations have been devised for the treatment 
of these conditions; and the more is written the more compli- 
cated and obscure does the subject become, because so many 
of the theories and methods of treatment are opposed to one 
another. It might indeed be said that as regards the symptoms 
caused by minor displacements of the uterus and the best 
methods of treatment nothing is definitely established. Some 
authorities say that flexions of the uterus matter nothing, but 
that versions require treatment. Others consider the flexions 
are the conditions to be attacked, and have proposed that the 
crooked uterus should be kept straight by an intra-uterine 
stem. Others, again, find in the operation of sewing the 
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uterus to the abdominal wall the cure for most displace- 
ments. And lastly there are those who, in the absence 
of active disease, never operate for the relief of mere pain, 
and find in the pessary the remedy for all these ills: and in 
this class must be reckoned the vast majority of practitioners 
who fit a pessary for every woman who has a displacement, 
and if it suits her there it stays for months or years; and if 
it does not she is fitted with a larger and yet larger size, 
until both doctor and patient give up in despair. In the 
present paper an attempt will be made to establish the 
principles underlying the cause of uterine and vesical displace- 
ments on the basis of simple anatomical facts, and to deduce 
therefrom the general rules which should determine treatment. 
It is obvious that a correct estimate of the factors concerned 
in maintaining the uterus and bladder in their normal position 
must be the guide to understanding their displacements. 

The uterus and bladder are connected to the pelvic walls 
by folds of peritoneum, between which folds are contained 
strands of vascular connective tissue and some unstriped 
muscle. But they also rest securely on the muscular and 
fascial plane known as the pelvic floor. Further, they are 
intimately connected to one another and to the vaginal vault, 
so that each viscus derives additional attachment to the pelvis 
by the structures which support the other two. 

Peritoneal and ‘ Ligamentous’’ Attachments.—Behind, the 
peritoneum is intimately attached to the uterus, and is reflected 
from the cervix on to the posterior wall of ‘the vaginal vault 
and thence on to the rectum, forming the recess known as 
Douglas’s pouch. In front, where the peritoneum invests the 
uterus much more loosely, it leaves the body of this viscus 
and invests the bladder. At the sides the double layer of 
peritoneum forming the broad ligament stretches outwards 
and backwards to become continuous with the parietal 
peritoneum lining the pelvic walls. And besides the im- 
portant bloodvessels and nerves and lymphatics which it 
contains, the broad ligament covers three fibro- muscular 


bands. The utero-sacral ligaments stretch from the cervix 


close to its junction with the body of the uterus, along the 
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base of the broad ligament, round Douglas’s pouch, to be 
attached to the third piece of the sacrum on each side of 


the rectum. The ovarian ligament runs from the posterior 
part of the cornu of the uterus to the ovary. The round 
ligament runs from the anterior part of the uterine cornu 
to the brim of the pelvis, where it emerges through the 
internal abdominal ring and inguinal canal to be attached 
to the pubes. 

The pelvic floor is a muscular and fascial diaphragm which 
stretches across the pelvic cavity, from the pubes to the coccyx 
and from one ischial spine to the other. It consists of two 
pairs cf muscles and the fascia covering them, viz. the coccygei 
and levatores ani. The former may be ignored, as they do not 
concern the present subject. The floor on which the uterus, 
vagina and bladder rest, is formed then, by the two levatores 
ani, with their covering fascia arising from the greater part of 
the walls of the pelvic basin and joining one another in the 
mid line. It is perhaps unfortunate that these muscles are so 
named and described as though they only lifted the anus and 
were therefore vertically disposed. As a matter of fact they 


are the representative of the flexor caude muscles of tailed 
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vertebrates, and are mainly composed of horizontal fibres 
which pass from the pubes to the coccyx. <A continuous 
muscular sheet of fibres also arises from the “ white line”’ of 
pelvic fascia and ischial spine, and the two muscles interlace in 
the perineum round the rectum and between the anus and 
coccyx. The pelvic diaphragm is perforated by the rectum 
behind and by the vagina with the neck of the bladder and 
uretnra in front. Of the two gaps made by these viscera in the 
pelvic floor, that of the vagina and bladder is most importar 

not only because it is the larger, but because here the muscles 
of the two sides are completely separated in front. lig. 1 isa 
diagram of a sagittal section of the pelvis, the levator ani 


forming a muscular sling passing from the pubes to the coccyx 


‘. 
swe 


being shaded in. Fig. 2 is a diagram of the pelvic floor sh 


its bony and fascial attachments and its two openings. 
Now it is evident that the junction of the muscles i 

perineum not only forms the centre of the pelvic floor on \ 

rest the posterior vaginal wall and uterus, and on the 


anterior vaginal wall and bladder, but it is also the chiet 
by which the two halves of the floor are held together. So t! 
any laceration or stretching of the perineum will greatly w 


its support of the pelvic viscera by allowing the two sid 
the pelvic floor to retract from one another. But there 
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‘emains for consideration a most important element in the 
construction of the pelvic floor, viz. the pelvic fascia. This 
forms a sheet of strong fascia which lines the inner surface 
of the pelvis covering the obturator internus muscle and the 
levator ani. It is attached above to the brim of the bony pelvis 
along the ilio-pectineal line. It is a single layer as far down as 
the white line, where it splits into two; the outer layer continues 
to cover the obturator internus and is attached below to the 
edge of the pelvic outlet, whilst the inner layer, known as the 
recto-vesical or visceral layer, covers the levator ani. When it 
reaches the point where the rectum, vagina and] bladder lie on 
the pelvic floor it is reflected on to the walls of each. 

In a transverse section of -the pelvis taken parallel to the 
line of the axis of the pelvic inlet (Fig. 3) the bladder, 
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vagina and rectum would appear to be lying one upon the 
other supported by the pelvic floor, and here the visceral 
layer of pelvic fascia is seen to split into three layers—an 
anterior or vesical which surrounds the bladder, a middle or 
genital which surrounds the vagina, and a posterior or rectal 
which surrounds the rectum. So that this fascia really slings 
the pelvic viscera from the pelvic brim. But of course it is 
easily stretched when deprived of the support of the levator 
muscle, if the latter is torn or separated from its fellow by 
the stretching of the perineum. The floor of the pelvis is 
efficient, therefore, only so long as its two lateral halves are 
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closely approximated. Directly they are separated from one 
another, the viscera hanging only by peritoneum and fascia, 
soon descend through the gap. The rectum is closely connected 
to the coccyx, and the anterior wall of the bladder is similarly 
connected with the pubic arch, and therefore these will be least 
likely to be displaced. But the vagina, bringing with it the 
uterus and the posterior wall of the bladder, being farthest 
from the bony points on which they are slung, are displaced 
first and farthest. 

The factors which support the bladder and uterus may be 
summarised as peritoneum, fibro-muscular ligaments, and the 
pelvic floor. Which of these is at fault when the viscera 
become displaced? The peritoneum may be dismissed from 
consideration, because it is evidently adapted by nature to 
stretch (as in distension of the bladder or in pregnancy), and 
cannot possess any rigidity. To the fibro-muscular bands, viz. 
the two utero-sacral ligaments and the round ligaments, much 
attention has been directed. The former sling the cervix up to 
the sacrum, and the latter hang the fundus to the abdominal 
parietes. But that they are of little or no mechanical import- 
ance is shown by several facts. First, they have never been 
shown to be at fault in even extreme cases of uterine displace- 
ment. In retroversion and descent of the uterus both ligaments 
are present and well developed, and it is evident that they can 
and do stretch to accommodate themselves to the position of the 
uterus. In the second place the vast majority of cases of uterine 
displacement, apart from inflammation and disease of the uterus, 


occur only after parturition. Yet pregnancy and parturition serve 


rather to thicken ‘and strengthen these ligaments, and anyone 
may see that soon after parturition (just the time when so many 
displacements occur), the round and utero-sacral ligaments are 
at their stoutest. And thirdly, if the uterus was hung up by 
these ligaments (Fig. 4), the failure of which allowed its dis- 
placement, then when it descended it would push or invaginate 
the vaginal walls, dragging down the roof of the vagina (Ig. 5). 
But this never happens. It is always the vaginal wall which 
descends first, and the uterus follows. (Fig. 6.) 

If, then, it is not the peritoneum or the ligaments which are 
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at fault in uterine displacements, it must be the pelvic floor. 
And there is abundant evidence that this is so; for the great 
predisposing cause of uterine displacements is pregnancy, and 
this damages the pelvic floor, either tearing or stretching it. 
And the working-classes suffer much more from damaged pelvic 
floor because they are often only attended by a midwife, and 
any perineal laceration is apt to be overlooked. Also the 
working woman gets up and does her housework before th 
stretched pelvic floor has had time to recover its tone; anc 
it is in the working-classes that uterine displacements most 
commonly occur.. But most convincing of all is the actual 


fg 


evidence of a damaged pelvic floor in cases where simple uterine 
displacements are present. In some there is an actual rupture 
of the perineum. Ina great many the perineum is quite sound 
in appearance, but is very much relaxed. It only consists of 
skin and posterior vaginal wall, and has lost the support of the 
levatores ani, which have either been torn from it or stretched 
into a thin and useless sheet. It was always a mystery to 
me how or why a ruptured or relaxed perineum should cause 
uterine retroversion and descent. The normal uterus seems to 
be so far from the perineum, and the perineum itself is so feeble 
a structure. But the facts of the anatomy of the pelvic floor 
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explain this mystery most simply. In the perineum the two 
halves of the pelvic floor are tied together. In deficiency of 
the perineum each half of the floor may be otherwise perfect ; 
but it has no power to act as a support, but simply falls like 
a curtain against the side of the pelvis. So that the pelvic 
floor being divided into two halves, the first thing to fall through 
is the structure in the middle of the gap, viz. the vagina, and 
the vagina drags the uterus down with it. The relation of the 
perineum as the key to the pelvic floor may be illustrated by 
the formation of a “sedan chair” by two people’s hands. Two 
persons clasp their hands, and on the hands a third person can 
comfortably be carried. But directly the hand grip is loosened 
the burden must drop to the ground, although the hands, arms 
and individuals are just as strong as ever. 

The position and tone of the edge of each half of the pelvic 
floor can easily be felt at the side of the vagina. In a normal 
part it feels like a firm, round edge about one inch from the 
orifice of the vulva. The muscles of the two sides bring the 
lateral vaginal walls almost into contact, because they are 
joined together just behind the vagina in the perineum. But 
where the pelvic floor has been injured, even though the skin of 
the perineum is intact, these edges.of the levatores ani can be 
felt to lie close against the pelvic wall and the vaginal orifice is 
widely open from side to side, and the vaginal wall prolapses 
through the enlarged orifice in the pelvic floor. To speak of a 
‘‘relaxed vaginal outlet,” as is generally done in these cases, is 
to miss the essential element in the case. If it was the vaginal 
outlet which was primarily at fault, then we should expect the 
uterus to drop down through the vagina. But it is a ‘‘ relaxed 
pelvic outlet” through which the vagina falls and drags the 
uterus with it. In prolapse of the uterus the cervical part of 
the body is lengthened, as can be readily shown by passing a 
sound. This lengthening of the body of the uterus often 
amounts to half an inch or even one inch. When the organ 
has been replaced and kept in place by posture or a pessary for 
a short time, this increase in length is lost. This means that 


in prolapse the cervix is dragged down by the vagina, and as 


the fundus is held up by its ligaments the tension actually 
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stretches out the cervical portion of the body. If on the other 
hand it was the failure of suspension of the uterus which 
allowed it to fall on to the vagina and pelvic floor, descent of 
the uterus would tend to compress the organ and make it 
shorter. 

So far we have only considered descent of the uterus, but 

w words must be said about retroversion of the uterus 
and of descent of the bladder. As was mentioned tefore, 
the anterior vaginal wall, the bladder and the uterus are so 
closely tied together by peritoneum and connective tissue, 
and by the visceral layer of pelvic fascia, that they tend to 
move together. When the anterior vaginal wall descends 
and drags the uterus down the latter will either slide round 
the posterior surface of the bladder, or else the bladder, 
uterus, and vaginal wall are together forced downwards. 
In either case, the anterior part of the bladder being fixed 
underneath the pubic arch, the uterus must descend in a 
circular path which lies parallel to the axis of the pelvis; 
so that retroversion and descent are merely parts of the 
same movement of the uterus. Of course, conditions of pelvic 
inflammation and actual uterine enlargement are not considered 
here, but simply those cases where displacement is the primary 
condition. And cystocele, or descent of the bladder pushing 
the vaginal wall in front of it, is merely a hernia of the bladder 
through the gap between the levatores ani. 

Before applying these principles to the question of treat- 
ment a few words must be said about the pain and discomfort 
which accompany these conditions. In the first place it may 
be noticed that the pain is generally referred to two places, 
the back of the sacrum and the inguinal regions. Then it is 
very important to insist on the fact that the uterus itself 
is not tender. It can be firmly grasped, and a vulsellum can 
be driven into it without causing pain. When the vulsellum 
is pulled upon or the uterus moved about, then the pain 
arises. This shows that it is the structures upon which the 
uterine attachments drag that are the source of the pain; 
and of these the ovaries and tubes pulled on by the broad 


ligaments, and the nerve plexuses over which the utero- 
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sacral ligaments are attached, are the most important. And 
this is one more fact to show that the uterus is intended to 
be supported from below, and that directly it is hung from 
above pain is caused. The very great practical importance 
of all these facts becomes evident when we consider the 
question of treatment. It may seem a bold thing to suggest 
that anything new can be said on the subject of the repair 
of a ruptured perineum; but in spite of much that is written 
in text-books, one or two important points are hardly 
mentioned. The primary object in repairing the perineum 
should be the repair of the pelvic floor, 7.c. the line of union 
of the levatores ani muscles. Of course, the three surfaces 
of the perineum—the rectum, the vagina, and the skin—- 
must be restored if they have been injured; but however 
carefully this be done, if the muscular floor of the pelvis 
be neglected little or nothing will be gained. Such a 
proceeding is comparable to an operation on an umbilical 
hernia which consisted in sewing up the neck of the peritoneal 
sac and then stitching the skin edges, whilst leaving the gap 
in muscles and fascia widely gaping. In immediate suture of 
a torn perineum the ordinary through-and-through stitches 
generally are sufficient, because the muscle edges have not 
retracted; and as a matter of fact this immediate suture 


gives very good results. But for the plastic operation 


performed after the parts have cicatrised a great many 


complicated methods have been proposed and most elaborately- 
shaped flaps devised. The very multitude of methods 
advocated by different authorities shows that the operation 
has often been found unsatisfactory. And yet the principle 
to be aimed at is absolutely simple. Assuming for the 
moment that the rectum is intact, then three layers hay 
be found, their edges refreshed and sewn _ together 
to each, viz. the posterior vaginal wall, the levatores 
and the skin. The so-called flap-splitting method of 
may or may not accomplish this. If good healing occurs 
a perineum in the sense of an area of skin between vagina 
and anus will always result; but if the edges of the muscular 


pelvic floor be not caught by the buried stitches, then thi 
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new perineum is quite useless as a pelvic support 


Of course, 
the muscles are generally 


caught by the buried sutures 


when these pass deeply into the 


scar tissue, and then 
the operation may succeed ; 


but it will succeed much more 
certainly if the muscle edges be clearly 
tovether without the intervention of 
An H-shaped incision is best. 


defined and sewn 
any scar tissue at all. 

The transverse cut splits the 
recto-vaginal septum and the vertical cuts serve to clear] 


the edges of the pelvic floor. (Fig. 8.) The redundant layer 
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scar tissue in the posterior vaginal wall may be removed 
by a V-shaped incision, and the edges united by fine 


catgut. 
But this is not an essential step. 


The parallel borders of 
levatores ani are then united as firmly, carefully and precisely 


iy 
I 


as in the similar step in the radical cure of a herni 


the muscular layer of the abdominal parietes is sutured 


the 


here 


skin is then brought together by fine silkworm gut stitcl 
the muscular perineum. 


In prolapse with retroversion of the 


of treatment are available. In the first place the pessary 


this affection as does the truss 


uterus two 


just the same réle in in 
treatment of a hernia. It is not ideal, it is not radical, 
in many cases it is satisfactory. When the pelvic floor is 
incompetent by reason of laceration or stretching of its n 


is- 
ular fibres, the vagina prolapses through the gap and drags 
lown the uterus. But if the gap be not too wide then a pessary 
inserted into the vagina will make it too wide 


to drop through 
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the gap. In other words, the pessary will rest on the edges 
of the pelvic floor. (Fig. 7). But it is obvious that if the two 
halves of the pelvic floor be too widely divaricated they will 


simply lie against the pelvic walls, and however large a pessary 


be used it will slip out as easily as it slips in. The advantage 
of the Hodges pessary and all its modifications over the ring is 
that it is so shaped that its lower end lies further forward 
against the pubic arch—a point where the pelvic floor is 
attached and where its two halves lie close together. 

The radical cure of this condition, which is far the best 
method of treatment in all cases and the only one when 
pessary cannot be retained, consists in a similar operation to 
that described for the repair of a lacerated perineum, althoug] 
the skin surface of the perineum may be unimpaired. In 
women who have passed the child-bearing period, the anterior 
limbs of the H incision should be extended far forward along 
the sides of the vagina. The levatores ani can then be sewn 
together from the anus to a point about an inch behind the 
pubic arch. If the muscular pelvic floor is very thin and 
stretched the two sides can be made to overlap by sewing the 
edge of the right muscle to the deep surface of the left, to 
the left of the mid-line and the edge of the left muscle to the 
outer surface of the right muscle to the right of the mid-line. 

Fig. 9.) 

for one form of prolapse the pessary is quite useless 
That is, for a cystocele where the bladder forms a_ hernia! 
protrusion through the anterior part of the gap in the pelvic 
floor, pushing the anterior vaginal wall before it. The pessary 
is useless because the edges of the two halves of the pelvic 
floor are widely separated just at the point where the pessary 
depends for support. 

It is quite clear also that any operations, such as colpor- 
rhaphy or elytrorrhaphy, which simply remove pieces of the 
anterior vaginal wall, will be useless because the new vaginal 
wall will soon stretch in front of the herniated bladder. It is the 
pelvic floor which is at fault, and it is therefore the pelvic floor 
which must be dealt with. A transverse incision is made across 


the anterior vaginal wall one inch behind the urethra, The 
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edges of the levatores ani are found at the extremities of the 
incision, the vagina is separated from the urethra and base of 
the bladder, and the two sides of the pelvic floor sewn together 
between the two viscera, thus forming a second perineum 
between the vagina and bladder. I described this operation in 
detail in the Journal of Obstetrics and Gynecology, March, 1905. 
In a recent paper’ on Ventrifixation Dr. Herman said that he 
considered that in all displacements of the uterus which involved 
its descent, and especially when that descent affected chiefly 
the anterior pelvic viscera, viz. the anterior vaginal wall and 
bladder, this operation afforded the most effectual treatment. 


When the uterus is itself enlarged, or its appendages 


diseased, and if from these causes or from pelvic peritonitis the 


uterus is displaced (generally retroverted without much descent), 
then other means of treatment, such as ventrifixation or 
Alexander’s operation will be required. But these conditions 
are only referred to here in order to exclude them from 


consideration in the present connection. 


CONCLUSIONS. 

1, That the pelvic viscera are supported chiefly by the under- 
lying pelvic floor. 2. That the pelvic floor consists of a muscular 
diaphragm composed in the main part of the levatores ani and 
their investing fascia which actually attaches the viscera to the 
floor. 3. That the pelvic floor is adequately supported by its 
attachments to the circumference of the pelvis, but is weak in 
the mid-line where it is perforated by the rectum, vagina. and 
urethra. 4. That the efficiency of the pelvic floor depends 
upon the union of its two halves in the mid-line. 5. That 
displacements of the uterus, bladder, and vagina, apart from 
diseased conditions, depend upon a rupture, stretching or 
thinning of this median raphé. 6. That the adequate and 
rational treatment of these conditions consists in a repair of 
this muscular raphé either in the perineum or by forming a new 
second line of muscular union between the vagina and bladder. 
7. That the use of a pessary constitutes a reasonable second 


1 Read before the Obstetrical Society in London, December, 1905 
Obst. Soc. Lond., 1905, xlvii. 429. 
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best treatment, but that this will only be possible when the 
gap between the edges of the levatores ani is narrower than the 
diameter of the pessary. 8. That when the pelvic viscera lose 


their adequate support by the pelvic floor, they hang upon their 


peritoneal “ligaments,” and this causes pain by dragging upon 
the ovaries, tubes, and pelvic nerves. 


LUMBAGO.! 


BY 


CHARLES E. S. Fremmine, M.R.C.S., L.R.C.P. 


Lumsaco is a painful immobilising affection of the muscles and 
fascie of the lumbar region, not of necessity accompanied by 
any marked or definite constitutional disturbance further than 
some lassitude and malaise. The onset of a first attack is 
very sudden, often occurring immediately or soon after a violent 
or quick movement of the muscles affected, at other times first 
noticed in moving from a position of rest. There is no warning 
of the first attack, but recurrences may be preceded for a day 
or two by some stiffness and slight aching of the parts. The 
pain is felt on any attempted active movement of the lower half 
of the trunk, especially on rotation or extension; it seems to 
spread from the spines of the lower lumbar vertebra outwards 
on one or each side, along the crest of the ilium, upwards to 
the ribs and downwards to the sacral and gluteal regions. It is 
intense, and shooting or tearing in character, and on account of 
the way in which it spreads over the whole affected area it has 


” 


been well called ‘‘sheet-lightning” pain. During rest there is 
usually no pain, more than a dull aching. There is considerable 
tenderness on one or both sides, either over the body of the 
erector spine or else over the attachments of this muscle and 


the quadratus lumborum to the sacrum and ilium; voluntary 


1 Read before the Bath and Bristol Branch of the British Medical 
Association, April 26th, 1905 
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or active movement of these muscles is difficult or impossible. 
This acute stage lasts for from two to four or five days, is 


followed by much aching and stiffness for ten days or a fort- 


night, in some cases for a much longer period. This is an 
affection of adult age, much more frequent after forty than 
before. 

Arranged in order of frequency, the erector spine, multifidus 
spine, quadratus lumborum, and latissimus dorsi are the muscles 
mostly affected, but their aponeuroses and the dense and inelastic 
deep fascia that overlies them are involved; possibly the sacro- 
iliac ligaments should be included in this list. Through these 
muscles or their aponeuroses pass the posterior branches of the 
gluteal and sacral nerves, some of which supply the skin over 
the gluteal region down as far as the trochanter major. The 
external branches of the three upper posterior sacral nerves 
pass through the multifidus spine to the outer surface of the 
great sacro-sciatic ligament, close to the great sciatic nerve. 

The fascia, the aponeuroses, the muscular tissue proper, or 
the intra-muscular connective tissue may each or all be affected. 
The pain is probably due to implication of nerves passing 
through these structures or to the toxic irritation of muscle 
nerve endings. 

There is little direct evidence as to the exact nature of this 
affection, it may be a myalgia or true muscular rheumatism 
with a cell exudation in the fibrous tissue between the muscle 
bundles—an exudation which in time may become fibrous— 
involving large or small tracts of one or all the muscles, or it 
may be a simple serous or sero-fibrinous effusion into the 
muscles, or between the dense and inelastic fasciz and the 
muscles and aponeuroses. 

An analogous case may help.to explain this condition. I 
attended a man who the day before I saw him had taken part 
in a bicycle race. He was not in racing condition, and after the 
race he stood still and got wetted by a shower of rain. That 
night he had great pain and stiffness in his right thigh. I found 
him hardly able to move his leg, and the front and outer side of 
the thigh were swollen and painful. The swelling was most 
evident at the middle third of the outer side of the thigh, and 
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the next day, although there was no pyrexia, I thought 
was free fluid in the swelling and made a small puncture. 


a few drops of blood-stained serum escaped at the tin [ 


applied a carbolic fomentation, and in half an hour the pain 
had almost ceased and did not return, One would [fairly 
assume that in this case there was serous effusion under the 
fascia lata, and although one would hesitate to draw a detini 
conclusion from one such case, there is more inclination to 

on realising how often complete relief is given to lumbag 
simple puncture. 

To obtain evidence on the point of serous effusion | 
twice punctured cases of lumbago with a long hypod 
needle, but without any definite result. However, it wou! 
quite a chance whether the serum would happen to be draw 
into the needle, seeing that the depth of the effusion, if 
so uncertain, and that it is probably not in the form of fre 

The causes of this inflammation are varied: traumatic, 
bacterial, and chemical. The traumatic cause is probably 
always, except in the evident occasion of a direct injury fro 
outside, a sudden muscular effort, the effect being eith 
rupture of some muscle fibres, or some fibres of an aponeut 
at its bony attachment, followed by a serous effusion int 
neighbouring parts; but more usually a strain with the 
effect, as is often seen in other parts, for example in the for 
when a teno-synovitis follows some violent muscular eflor' 
where effusion into the knee-joint follows a wrench at fi 
or a strain while bowling. These are all simple trau 
effusions or inflammations, which may be and often are ag 
vated by other causes, such as cold, fatigue, rheumatis: 
gout. 

True rheumatic lumbago need not here occupy our atten! 
as it is merely a local manifestation of a definite specific di 
with the changes that attach to that disease in other mu 
and fascie. 

But I expect that the greater number of cases, tl 
immediately caused by a toxin, are not the result of sp 
infection, but due to other interference with physiolog 
processes. This may be either the local manifestation 
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general toxzemia, or the toxic condition may be entirely local. 
As an example of the former, it is interesting to note the 
frequency of lumbar pain in such diseases as influenza and 
small-pox. The usual cause is the overloading of the blood with 
the products of muscular exertion and the toxins of fatigue, 
sarcolactic acid, creatinin, xanthine and a proteid toxin as yet 
undetermined. There may be an undue formation of these 
products, especially in those who are out of condition, or else 
there may be a deficient removal of these noxz as the result of 
constipation, defective action of the kidneys, or inhibition of the 
secreting function of the skin, and just as the toxin of influenza 
causes lumbar pain, so may the products of fatigue cause 
lumbago; and it is evident that this condition will be intensified 


if the muscles in question have had extra and unusual work or 


have been strained, or if the tissues in the neighbourhood are 
exposed to sudden cold or great heat, or if anything occurs to 
interfere not only with the circulation of the blood, but with 
the circulation of the lymph, which in this position is possibly 
not as free as in the limbs. The presence of the noxa may 
irritate the nerve endings in the muscles and so cause the acute 
pain, but more probably it will cause a serous or sero-fibrinous 
effusion into the connective tissue of the muscles, the aponeuroses 
and the deep fascia. 

While all pain in the lower half of the back is commonly 
called lumbago, it is not to be wondered at that there is some 
confusion as to the exact nature of this affection, so that it will 
be well to limit the term to those cases in which the pain is 
strictly in the lumbar region, occurs only on movement, and is 
accompanied by more or less definite tenderness. Though | say 
that the pain must be in the lumbar region, it may through the 
posterior lumbar and sacral nerves be referred to the gluteal 
region and the upper part of the back of the thigh, it may also 
spread by the quadratus lumborum and the latissimus dorsi 
upwards and outwards to the lower ribs and the hypochondriac 
region, 

The great group of cases from which it is quite important to 
differentiate lumbago is that including affections of the pelvic 
organs where pain is referred to the lumbar region, and the 


9 
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symptom that may chiefly guide us is that the pain of pelvic 
disease is not increased simply by the movement of the lumbar 
muscles; it may be increased by standing or by some change of 
position, but the mere movement of these muscles while the 
patient is lying down does not increase the pain. We must be 


on the look-out for those numerous diseases which may produce 


a superficial semblance, and refuse to call any case lumbago 
until they have all been eliminated. The diseases which are 
perhaps the commonest causes of lumbar pain are piles, con- 
stipation and rectal catarrh, uterine displacement and endo- 
metritis, prostatic and bladder disease; but almost any pelvic 
disease may be included in this list, as also may renal calculus 
and the passage from the kidneys of uric acid crystals or very 
acid urine. The pain of malignant disease of the sacrum or 
ilium is too constantly severe to be mistaken. Difficulty i 
diagnosis is more usual in chronic and recurrent attacks of 
lumbago, as here the onset and character of the pain are less 
marked. More difficult to differentiate are diseases of the 
sacro-iliac synchondrosis and of the vertebra and their adnexa. 
Tubercular or syphilitic disease is usually accompanied by 
other signs, and acute osteo-myelitis would be accompanied with 
fever and the pain more constant. Spondylitis deformans is 
probably not infrequently mistaken for lumbago, and only the 
occurrence of arthritis in other parts would render a diagnosis 
certain. We must remember that through the external branches 
of the three upper posterior sacral nerves inflammation may 
spread to the great sciatic nerve and so cause sciatica, a not 
infrequent consequence of lumbago. 

In the first stage of an acute attack our object is to relieve 
the pain and to arrest the progress of the pathological changes; 
in the later stages not only to relieve pain but to restore the 
mobility of the parts, and in patients liable to recurrences to 
prevent them. In the acute stage I am sure that in some cases 
nothing gives so great relief as acupuncture. I say ‘‘in some 
cases,” because it is not so in all. The more acute the pain 
the more sudden its onset and the greater the local tenderness 
the more likely is this proceeding to give relief. If my suggestion 
as to the pathological condition often present—serous effusion 
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beneath the dense fascia—is correct, then we can see why 
puncture gives relief. The needles should be inserted deeply, 
two inches or more, into the tender muscular masses at the sides 
of the spine, left in two or three minutes, and followed by a 
fomentation. Twenty minutes or half an hour afterwards the 
patient must get up and walk. This should be followed by 
deep massage night and morning, and care taken that bowels, 
kidneys and skin all act well. Many patients will not submit 
to this not very painful treatment. Then a dose of calomel! 
should be given, large fomentations applied at once, and some 
diaphoretic and diuretic drug given hourly, but no drug in my 
experience gives so much relief to the acute pain as does aspirin, 
which I usually give in addition to the above in doses of fifteen 
grains every four hours. When the acute stage has passed much 
remains to be done, but it must be done by the patient, who 
should walk and use his affected muscles several times every day, 
not for too long at a time for fear of setting up fresh trouble. 
Good massage and quite hot baths willhelp. Bowels and kidneys 
must be kept acting well and the back kept warm but not in a 
sweat. Diet should be light and stimulants entirely prohibited. 
In cases where there is in the later stages aching during rest I 


have known the constant current give much relief, ten to twenty 


milliampéres, anode on abdomen, kathode on aching part. 
Relapses may be guarded against by regular and plentiful 
exercise, moderate feeding, avoidance of constipation and of 
undue fatigue, and warm but not impervious clothing on the 
back, in fact everything to promote good, general health and 
good muscular condition, and to avoid the accumulation of the 


products of fatigue. 





DIFFICULTIES IN’ THE SURGICAL DIAGNOSIS 
AND TREATMENT OF CASES ASSOCIATED 
WITH VOMITING IN CHILDREN. 

BY 
James Swain, M.S., M.D.Lonp., F.R.C.S., 


Professor of Surgery in University College, Bristol ; Surgeon to 1 
Bristol Royal Infiymary. 


VoMITING, In association with pain and collapse, is found in 
almost every case of acute abdominal crisis, whatever the cause 
of the mischief may be—appendicitis, perforated gastric ulcer, 
a twisted ovarian pedicle, the passage of a renal calculus, and 
numerous other conditions, are all characterised in the early 
stage by this triad of symptoms, for which Treves suggested the 
term ‘‘peritonism.” Under such circumstances we have 

to wait long, as a rule, before the localisation of pain 
tenderness lead to a sufficient diagnosis of the case for 
purposes of treatment. 

If the vomiting is produced by one of the many forms 
intestinal obstruction, the retracted and rigid abdomen of 
beginning of the attack is soon replaced by a gradually 
creasing abdominal distension, and the same is true of many 
cases of perforative peritonitis. It is not desirable to wait 
for this abdominal distension in cases where the diagnosis is 


clear, and I have always found it to be a safe surgical practice to 


open the abdomen without delay in cases of doubtful diagnosis, 
where the vomiting is associated with a gradually increasing 
tympanites. 

All rules, however, have their exceptions, and, notably in 
the case of obstruction due to intussusception, meteorism is 
generally absent; but the diagnosis of many of these cases is 
made sufficiently evident by the existence of a tumour, which 
hardens under the hand in association with attacks of pain, and 
the passage of bloody mucus. 

The absence of abdominal distension in most cases of intus- 
susception is, however, a factor in the difficulty of diagnosis in 
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cases associated with vomiting in children, and if it is borne in 
mind that a tumour cannot be felt in more than half the cases 
of intussusception and that the passage of blood-stained mucus 
is absent in twenty per cent., it will be apparent that many 


conditions may lead to confusion, either by causing us to 


overlook an existing intussusception, or to wrongly assume 


the presence of an invagination in cases of vomiting due to 
other causes. 

s an exemplification of these remarks, it may be mentioned 
here that in two of the cases recorded below it was thought 
probable that one of these anomalous cases of intussusception 
existed. An actual intussusception was found in one of them, 
but it is doubtful whether it was the cause of the vomiting. 

Two of the three cases to which I wish to refer may be now 


stated, as they appear to have much in common; the third case 
probably comes in another category. 

Case I. A.S., male, aged 4 years, after two or three days’ 
malaise, was seized with frequent vomiting, which continued for 
twelve days before 1 saw him. The vomiting was almost the 
only symptom throughout, and at first was more severe than it 


had been for the past few days. Some tenderness had been 


noticed over the liver for four days. The temperature remained 
normal except on one occasion, when it was found to be gg.4. 
The bowels had acted regularly, but at first there was a little 
diarrhea. There was no family history of tubercle. Consider- 
ing the duration of the vomiting emaciation was not marked. 
The child was very apathetic, and the face had a drawn, anxious 
look. There was no complaint of pain, but there was distinct 
tenderness over the liver, which was enlarged. The abdomen 
was ilat. An exploratory incision revealed some congestion of 
the small gut, and in the mesentery numerous enlarged 
lymphatic glands were found varying in size from a pea to a 
grape. These were of firm consistence and yellowish white in 
colour ( ? from early caseation). Nothing else abnormal was 
noticed and the abdominal wound was closed. No further 
sickness occurred and the child made a rapid recovery, and at 
the end of a month was “fat and chubby.” 

Case II. D. B., female, aged 5 years, after a period of 
twenty-four hours, in which she complained of feeling ill, was 
seized with vomiting which had lasted for six days before I saw 
her. For tive days practically no food had been taken, as it 
was found that only by diminishing the food could the vomiting 
be checked. Only on one or two occasions had there been a 
complaint of slight abdominal pain. The bowels had acted 
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spontaneously and after an enema, and the motions contained 
more mucus than feces, but no blood. The temperature was 
normal throughout, except for an occasional rise to 99’. ‘The 
pulse (110) had been gradually rising. There had been no 
abdominal distension. No family history of tubercle. The 
child looked very ill with a slight icteric tint of the conjunctive. 
There was a peculiar odour about the breath. The abdomen 
was retracted. The liver was enlarged, and apparently below 
it an ill-defined swelling (afterwards thought to be due to the 
enlarged liver itself) was felt near the hepatic flexure of the 
colon. The case was regarded as possibly one of anomalous 
intussusception and an explanatory cceliotomy advised. On 
opening the abdomen, the small intestine was seen to be empty 
and congested, and numerous enlarged (up to the size of a 
grape) mesenteric glands without signs of caseation were 
present. Nothing else abnormal was found, and the abdomen 
was closed after filling it with saline solution. The vomiting 
continued, and the child died about thirty-seven hours after 
operation. A post-mortem examination was made by a skilled 
pathologist, who found the liver enlarged and fatty. There were 
numerous enlarged mesenteric glands, and the solitary follicles 
of the big gut were enlarged. All other organs were normal. 
An examination of the urine revealed the presence of acetone. 


Case I. was operated upon some years ago, and the presence 
of acetone in the urine was not thought of, but its existence in 
Case II. led to the suggestion that the disease might be one of 
the class included under the designation of ‘ cyclical” or 
“‘periodic vomiting.’ Whatever the correct diagnosis of these 
cases may be, it is evident that they both bear a marked 
resemblance to this comparatively new disease. In cach 


instance there was a prodromal stage followed by vomiting, 


apparently without cause and unaccompanied by any marked 
degree of temperature or abdominal pain. In Case II. there was 
also a peculiar odour of the breath and acetonuria, and | subse- 
quently learnt that the child had had attacks of sickness before. 

I] have examined the urine of cases suffering from hip 
disease, burns, and other conditions taken indiscriminately, and 
have always found evidence of the existence of small quantities 
of acetone, so that—as pointed out by Von Jaksch—it may be 
regarded as a normal constituent of the urine. The withdrawal 
of carbo-hydrates from the diet, fasting and other conditions, 
appear to increase the amount of acetone in the urine, so that 


in such cases as these we have been considering it seems 
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difficult to decide whether the acetonuria is an effect or a cause 
of the vomiting; but the fact that an excess of acetone has been 
found in the urine in the early stage of the disease lends 
support to the opinion of some observers that acetonuria is the 
causative factor in cyclical vomiting. 

The chief point of interest to the surgeon is how to recognise 
cases of cyclical vomiting from those anomalous forms of intus- 


susception, to which reference has already been made. 


The history of previous attacks, if it exists, would certainly 


be helpful, but this would not be available in a first attack. 
The smell of the breath, the absence of pain and the presence 
of a large quantity of acetone in the urine would probably make 
one hesitate to perform an operation before trying the effect of 
rectal feeding and the administration of massive doses of the 
alkaline carbonates if time allowed; but where (as in these 
cases) the child seems likely to die unless speedily relieved, it is 
doubtful whether it would be wise to adopt any other course 
than that of an exploratory ceeliotomy. Cases of cyclical vomit- 
ing sometimes end fatally, and the risk of an exploratory in- 
cision is so slight that it is probable that, in the event of 
death following on such an operation undertaken for diagnostic 
purposes, the fatal issue is due rather to a continuance of the 
disease than to the surgical procedure. 

Cyclical vomiting as now understood should be independent 
of dietetic error and unaccompanied by pain, except such as 
may be due to the excessive vomiting, and from the surgical 
point of view the absence of marked pain is perhaps the most 
important clinical fact in the two cases just considered, for pain 
is generally a prominent symptom in intussusception. 

Where pain exists in conjunction with vomiting, the difficulty 
of diagnosis is more marked in the absence of the usual signs of 
intussusception. This is seen in the following case. 

Case III. J. N., male, aged 4 years. Five days before | 
saw him the patient was said to have eaten a good many raw 
peas, and this was followed by pain in the abdomen. Two 
days later he vomited and complained of much pain in the 
umbilical region, and since then diarrhcea and vomiting had 


been more or less frequent. Practically no solid feces had 
been passed, but the motions consisted chiefly of blood-stained 
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mucus mixed with soft faecal matter, and on one occasion he 
passed green peas in the stool. On the day of examination he 
was much worse, the pain had increased, and the temperature 
had risen to 102%. The pulse was 156 and the respirations 36 
per minute. The boy looked very ill, but there was no disten- 
sion of the abdomen, no tenderness and no lump to be felt. The 
rectum was empty. An exploratory cceliotomy was advised, 
and the patient was admitted to the Royal Infirmary under the 
care of one of my colleagues. Green peas were found in the 
vomit after admission. On opening the abdomen a small intus- 
susception (half an inch) was seen in the small gut. This at 
once released itself, but the absence of swelling or distension in 
the neighbourhood led to the belief that the symptoms were in 
no way connected with the intussusception. The patient died 
the following day, and at the fost-mortem examination nothing 
special was found except some intestinal congestion, and the 
general feeling seemed to be that the cause of the mischief was a 


(> 


form of gastro-enteritis set up by some irritant (? peas). 
Acetone was present in the urine. 

The abdominal pain and passage of bloody mucus in this 
case were highly suggestive of an intussusception, though the 
flaccid abdomen and the history of pain following on the inges- 
tion of raw peas, which subsequently appeared in the vomit and 
faces, led to an alternative diagnosis of gastro-enteritis. There 
seemed no other way of deciding the point except by an 
abdominal exploration, for the patient was getting rapidly 
worse. The acetonuria was probably an effect of the vomiting. 

Such cases as those to which reference has been made 
present much difficulty in diagnosis, and it seems necessary at 
times to resort to coeliotomy in order to clear up the matter; but 
in these several conditions associated with vomiting, in which 
the child seems progressing from bad to worse, it is surely better 
to err occasionally in opening tle abdomen in a case where 
surgical help is not strictly applicable, than to omit the per- 
formance of an operation in an anomalous case of intussuscep- 
tion or other form of obstruction. 

By an examination of the urine for excess of acetone and by 
closer attention to the points I have endeavoured to illustrate, 
we may hope in some cases to arrive at a probable diagnosis 
sufficiently early to allow of a trial of certain definite measures 
before the condition of the patient becomes so critical that there 


is only time to effect a diagnosis by abdominal exploration. 





METHODS OF CLINICAL PATHOLOGY. 
BY 


I, Wacker Hatt, M.D., 
of Pathology, University College, Bristol; Pathologist to the 
Bristol Royal Infirmary. 


CoiNcipDENT with the prosecution of investigations connected 
with questions of theoretical interest, considerable attention is 


being directed to the practical application of laboratory 


methods to clinical work. Some of the following tests and 


procedures are thus not only of interest from their theoretical 
significance, but promise to be widely employed by the 
clinician amongst his aids to diagnosis. 

Gastric Contents—A method of testing the gastric con- 
tents without the passage of the stomach tube has_ been 
devised by Sahli. It is based upon the supposition that 
the secreting capacity of the stomach can be _ better 
determined after a full meal than after the usual scanty 
so-called test meal. Immediately after the midday meal a 
methylene blue pill, enclosed in well-made catgut coverings 
(obtainable from G. Pohl, Schénbaum, Dantzig), is adminis- 
tered. The raw connective tissue, catgut, is only dissolved 
when the free hydrochloric acid is present in the gastric 
juice. The presence of blue pigment in the urine shows that 
secretion of acid by the stomach, digestion of the catgut, and 
absorption from the intestine are all being carried on; absence 
of it shows that food is passing too quickly from the stomach, 
or that there is insufficiency of the secretory or motor function ; 
delay points to lesser degrees of insufficiency. It should be 
remembered that when the urine is alkaline the blue colour 
only becomes apparent after boiling with dilute acetic acid. 

A number of workers agree that Gunsberg’s is absolutely 
the best test for free hydrochloric acid, provided the solution is 
freshly mixed for each occasion. 


For quantitative estimations of acidity the method advocated 
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by Willcox is undoubtedly very correct. The total chlorides 
are determined by Volhard’s method, the HCl. then driven 
off, and a second determination of the chlorides made. The 
latter result deducted from the former gives the active hydro- 
chloric acid, and yields a most important factor for consideration 
in diagnosis. 

From these figures it is possible frequently to determine 
the location of carcinoma to the cardiac or pyloric portions, 
and to indicate the presence of ulceration. 

Feces.—When examining the feces for eggs of intestinal 
parasites the feeces should be made liquid in consistency by the 
addition of a small quantity of 10 per cent. formol solution. 
A number of smears should then be made on slides and fixed 
with 1 per cent. osmic acid vapour for two minutes. The 
films should then be mounted in glycerine or glycerine 
gelatine. 

Mucus is best demonstrated by triturating the feces with 
water in a mortar. The larger the masses of mucus the 
lower their origin in the intestine. Mucus from the small 
intestine is generally in small bile-stained particles. 

Starch granules are easily recognised by the microscope. 
Their presence is always indicative of disease. 

Schmidt tests for the presence of bile in the following 
manner:—A small quantity of faces is diluted with water, 
and a concentrated solution of mercuric chloride is added, 
shaken, and the whole allowed to stand for twenty-four hours. 
Bile-stained material is coloured green, hydro-bilirubin stains 
red. 

It is not advisable to examine for fat microscopically ; 


quantitative determinations are absolutely necessary. Hecht 


proposes the following clinical method :— 

1. Place 10 c.c. of faeces in a 300 c.c. flask. 

2. Adda small piece of KOH and a little water. 

3. After ten minutes add 100 ¢.c. 96 per cent. alcohol. 
Boil for twenty minutes. 

. Acidify with strong HCl, using 1 per cent. alcoholic 
alkali blue solution as indicator. 

. Filter; wash the filter with alcohol. 
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Evaporate to dryness. Take up the residue with ether. 

Obtain an apparatus at a cost of 4s. 6d. from Haack, 
Vienna, and filter the ethereal solution into the lower 
part. 

Allow the ether to evaporate. Fix the upper and lower 
parts of the apparatus together. 

Add hot water (above 70° C.) until the melted fatty 
acids come to the top, and their percentage amount 
can be read off on the graduated table. 

It is probable that this simple process will be widely 
employed for the diagnosis and treatment of nutritional 
disorders in children, and in diseases of the pancreas. 

When connective tissue is present it points to gastric lesions, 
and may be recognised by staining for several hours in a 
dilute solution of Ehrlich’s tri-acid, when it assumes a red 


colour. Acetic acid causes it to become transparent. 


Urine.—Although an amount more than the daily normal 


average output of 1 gm. of ammonia is often present in the 
urine in disease, the trend of recent work is to indicate its 
value and limitations for diagnosis in inanition, diseases of the 
liver, and the onset of diabetic coma. 

Its comparison with the total daily urea excretion no doubt 
furnishes a good idea of the extent of hepatic insufficiency. 

A number of the newer methods consist of distillation in 
vacuo. Fiirst describes a useful procedure. He adds methyl 
alcohol to the urine, in order to inhibit fermentation and to 
lower the boiling-point of the urine The total daily urine is 
generally employed, but the ammonia output may be deter- 
mined in the morning or in the evening urine. Immediately 
after the urine is passed and its quantity measured, 50 c.c. of 
methyl alcohol and 20 gm. NaCl are added to 50 c.c. of urine. 
This is distilled, together with 1 gm. of dry soda, into vessels 
containing 5 H.SO,, a negative pressure of about 35-40 
mm. Hg being maintained. The distillation is generally com- 
plete in about twenty minutes. The surplus acid is then 
determined by titration and the amount of ammonia calculated. 
No precautions are necessary for urines containing sugar or 


albumin. 
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Krokiewicz has proposed the following test for bile in the 
urine :— 


Add equal amounts of a watery solution of sodium nitrite and 


of sulphanilic acid to a few drops of urine, and then pour in 


one or two drops of concentrated hydrochloric acid. The 
resuitant solution is rubin red. When bile is present the colour 
becomes an amethyst violet. The colour is not removed by 
CHCl, ether, CS., and only slightly by amyl alcohol. A 
positive reaction indicates the presence of bili-rubin or other 
partially oxidised bile-stuffs. 
It is not always an easy matter to definitely identify 
gmose in urine. When any such difficulty arises the following 
nethod of Fittipaldi may be used :— 
\dd 5 minims of a strong solution of trichloracetic acid to 
of the urine, and remove any precipitate by filtration. 
the filtrate add potassium mercuric iodide and _ filter. 


ispend the precipitate in absolute alcohol, and centrifugalise. 


Pour off the alcohol and dissolve the sediment in 30 per cent. 
n hydrate solution. Add an ammoniacal solution of 
sulphate (equal parts of ammonia and 5 per cent. 
solution of nickel sulphate). The presence of albumose is 
shown by an orange colouration. 

Riegler has introduced a simple reaction for detecting the 

sence of aceto-acetic acid in the urine :— 

To 1 c.c. of normal urine add 2 c.c. of 10 per cent. iodic 

d solution, and 3 c.c. of CHC],. Shake. The CHCI], becomes 
‘iolet. Add 10 c.c. of the urine to be investigated. When aceto- 
acetic acid is present the CHCl, is decolourised, the free iodine 
being taken up by the aceto-acetic acid. 

Acefone occurs in all conditions of inanition, such as 
starvation, diabetes, fever, gastro-enteritis, nervous diseases, 
carcinoma, &c. Qualitative tests have limited its diagnostic 
value to cases of diabetes. Bluth has endeavoured to widen 
its application for diagnostic purposes by suggesting quanti- 
tative determinations, based upon the intensity of the colour 
reaction with sodium nitro-prusside, &c. 

29 c.c. of urine are well shaken with 2 c.c. zinc chloride 


solution, and 1.5 c.c. of lead acetate added to the 15 c.c. of 
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the clear filtrate. The mixture is again filtered, and 7.5 c.c. 
of the filtrate is mixed with an equal volume of sodium hydrate 
solution. The fluid is well shaken, and then thoroughly filtered. 
10 c.c. are added to 1.5 c.c. of sodium nitro-prusside solution 
(1 to g aq. dest.). Using a control colour of 2 parts liq. ferri. 
sesquichlor. and 1 part of distilled water, the seconds occupied 
by the appearance of the red colour and its passage through 
orange to greenish yellow are counted. ‘Twenty seconds are 
deducted for the influence of creatinin upon the reaction and 
the net time determined. Each second corresponds to 0.01 gm. 
acetone per litre of urine. When aceto-acetic acid is present, 


it 1s necessary to apply heat when it breaks up into acetone and 


CO,. The amount of aceto-acetic acid may be ascertained by 


heating the urine with ,!, iodine solution and sodium hydrate 
solution, and then estimating the time of the decolourization. 

Tissues.—The following method of Renaud is suitable for 

rapid examination of nervous tissues :— 

1. ix in 1o per cent. formol, or in equal parts of 10 per 
cent. formol and saturated Hg Cl, solution, twenty-four 
hours. 

Wash for a few minutes in water. 
Freeze and cut on freezing microtome. 


Transfer sections to a solution of 1... to 


=D00 svou OSMic acid 
until the white substance becomes greyish brown: five 
to ten minutes. 

For cellular structures overstain with aniline blue or 
phenic magenta; decolourize till the necessary details 
are obtained. 

l’or axis cylinders and neuroglia, van Gieson’s fluid is 
useful. 

For myelin sheaths: overstain in 1 per cent. hema- 
toxylin solution; treat with 5 5 permanganate of 
potash; decolourize with Pals solution; wash in 
water acidulated with nitric acid; dehydrate; mount 
in Canada balsam. 

For degenerated myelin: After (3) transfer the sections 
to 5 per cent. chromic acid solution for one hour; then 
place im 1 per cent. osmic acid solution until they 
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become yellowish-brown (about half an hour); place 
in 0.002 per cent. solution of tannic acid; wash in 
water acidulated with nitric acid; mount in levulose 
syrup. 

In order to stain the sfivocheta pallida in sections, Levaditi 
fixes the tissue in formalin containing silver nitrate. It is 
then reduced in pyrogallic acid solution and washed in water. 
Sections are prepared and stained with undiluted Giemsa. 

The spirochete are black, the cells blue, and the connective 
tissue yellow. 

KiiHN (A.).—Miinchen. med. Wehnschr., 1905, lii. 2412. 

LETULLE (M.)—Presse méd., 1905, p. 841. 

ScHMIDT.—Quoted by Roux and Riva, Gaz. d. Hép., 1905, xxviii. 807 

HecHt.—Miinchen. med. Wehnschr., 1906, lili. 309. 

Fiirst.—Norsk Mag. f. Legevidensk., 1905, Ixvi. 1207. 

IKKROKIEWICZ.—Miinchen. med. Wehnceshr, 1906, liii. 496. 

FirTipALDI.—Riforma med., 1905, No. 35. 

RIEGLER.—Miinchen. med. Wehuschr, 1906, liii. 449. 

BLuTH.—Deutsche med. Wehnschr., 1906, No. 4. 

RENAUD.—Arch. gen. de Med., 19006. 

Levapiti.—Ibid. 


TUBAL PREGNANCY-ITS DIAGNOSIS AND 
TREATMENT.! 


BY 


C. Hamirton Wuiterorp, M.R.C.S., L.R.C.P. 


Cases of tubal pregnancy are not very rare. During the 
past fourteen years | have had opportunities, while attending 
hospital practice, of seeing twenty examples, in addition to 
the three cases occurring in my private work. My remarks 


will be limited to tubal pregnancy during its early stages, 


1 A paper read before the South-Western Branch of the British Medical 
Association, March 6th, 1906. 
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the large majority of cases coming under the care of the 
medical man during the first few months of their existence. 
I also wish to point out that the medical man is usually 
sent for only after rupture of, or hemorrhage and abortion 
from, the gravid tube has already commenced. 

A woman of child-bearing age, frequently a fprimipara, 
or if a multipava with an interval of several years since 
her last pregnancy, is seized with severe pain in the lower 


abdomen, followed by faintness, sickness, and vaginal loss 


of blood. There has been a missed or a delayed period. 


The patient and her friends assume that a miscarriage is in 
progress, and the patient retires to bed. Then the illness 
may take one of the two following forms :— 

(2) With rest in bed the patient temporarily improves, 
the pain and vaginal hemorrhage diminish or dis- 
appear, only however to return, especially if the 
patient tries to leave her bed. This alternate 
cessation and return of pain and hemorrhage con- 
tinues, and at length, one to three or more weeks 
from the onset of the illness, the medical man is 
called in. Fortunately for everyone concerned, this 
remittent form of the illness is by far the more 
common. 

(b) The less common, but the more dangerous form is 
that in which the first attack of pain and vaginal 
haemorrhage is quickly followed by severe and in- 
creasing collapse, with a rapid, gradually vanishing 
pulse, a subnormal temperature, repeated faintings, 
and blanching of the whole body. The medical 
man, arriving a few hours after the first attack 
of pain, finds the patient blanched and almost 
pulseless. 

Taking in detail a few of the prominent symptoms :— 

Amenorvhea.—There is frequently a history of a missed or 

a delayed period, but it is not uncommon to find that the 
last period, although commencing at the expected time, instead 
of lasting a few days, has continued almost incessantly for 


some weeks. Another variety of menstrual irregularity is 
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that in which the normal period took place only a week or 
two before the attack of pain and bleeding. 

Pain.—This is felt in the lower abdomen, and is sudden 
and acute, often causing faintness and sickness. The patient 
can usually differentiate one side of the abdomen as being 
more painful than the other. When the pain, subsides, 
tenderness of the lower abdomen and pelvic contents remains. 
The pain is apt to return on a recurrence of the hemorrhage. 

Hemorvhage.—Bleeding from the vagina is usual but not 
invariable. The blood differs from menstrual blood in being 
darker and in containing clots. The flow may continue 
intermittently for weeks, sometimes a membranous cast 
of the uterus is passed, but as a rule the uterine decidua 
disintegrates and comes away as débris. Discovery of 
chorionic villi in any piece of membrane passed is almost 
diagnostic of an intra-uterine pregnancy. The blood lost fey 
vaginam in tubal pregnancy comes partly from the uterus 
and partly from the pregnant tube, which not only bleeds 
into the pelvis but also into the portion of the tube lying 
between the pregnancy and the uterus. 

Tempevature-—In the fulminating type the temperature is 
subnormal. In the remittent type, in which a mass of blood 
is formed in the pelvis, the temperature is usually raised. 
This pyrexia was, until recently, attributed to the formation 
of a ferment in the coagulated blood, but Dudgeon and 
Sargent,! in examining seventeen consecutive cases of 
ruptured tubal pregnancy, found in the extravasated blood 
of every case a white staphylo-coccus. 

Diagnosis—In a case of ruptured tubal pregnancy success- 
fully treated by operation, nine-tenths of the credit belongs 
to the diagnostician, the operator’s task is comparatively 
easy. In all’cases, prior to examination, the bladder must 
be emptied by catheter. In cases where tenderness or 


rigidity of the abdomen renders bimanual examination 


unsatisfactory, an anesthetic should be employed. Exam- 
ination per rectum is often helpful. I would suggest as a 
preliminary axiom that “in the absence of symptoms of 


1 Lancet, 1905, 1. 473. 
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severe internal haemorrhage, and in the absence of a pelvic 
tumour, which can be differentiated from the uterus, a 


diagnosis of ruptured tubal pregnancy is unjustifiable.” 


The Fulminating Type of Rupture—In this the surgeon has 
little beyond the symptoms and signs of severe persistent 
internal bleeding on which to base his diagnosis. There is, 
perhaps, a history of a delayed or missed period, followed 
by sudden acute pain in the lower abdomen, with a vaginal 
loss of blood. There is no definite pelvic or abdominal 
tumour to be felt. The onset may, at first, suggest a 
perforation of one of the hollow viscera, but perforation of 
a hollow viscus is rarely accompanied by vaginal hemorrhage, 
and the events of the next few hours—the progressive 
anemia, the rapid and failing pulse, with persistent subnormal 
temperature—all point to severe and progressive loss of blood 
out of all proportion to the amount lost fer vaginam. Nothing 
but severe internal bleeding will explain these symptoms, 
and with a history such as the above the usual source of 
such hemorrhage is a pregnant tube. 

The emittent Type of Ruptuve—Here the patient has been 
laid up for many days or weeks. The pelvis and sometimes 
the lower abdomen is occupied by a boggy tumour, the 
tenderness of which varies in individual cases. In a tubal 
pregnancy, the enlarged uterine vessels can often be felt 
pulsating in the vaginal vault on the affected side. The key 
to the situation is the exact determination of the position 
of the uterine fundus, and the condition of its cavity. As 
Taylor expresses it: ‘* The exact position of the fundus and 
the emptiness or non-pregnant state of its cavity are very 
important and sometimes very difficult points to determine, 
but they must be decisively settled before any operation is 
undertaken.” In any case in which symptoms are not 
urgent and in which the examination is inconclusive it will 
be found a good plan to simply await developments. At 
the end of a week the local conditions may have so altered 
that a correct diagnosis becomes comparatively easy. Only 
after all other means have failed should the uterine sound 
be passed. 


Vout. XXIV. No. 92. 
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Differential diagnoses have to be made from :— 

1. Simple Abortion.—In this no tumour can be demonstrated 
apart from the fundus uteri, which is enlarged. If 
bleeding persists, explore the interior of the uterus, 
and thereby decide the questions of— 

(a) Miscarriage of intrauterine pregnancy. 
(6) Fibroid. 
(c) Cancer. 

2. Retroverted Gravid Uterus.—Taylor’s axiom is, ‘‘ Never to 
diagnose a gravid retroflexion without careful exclu- 
sion of extra-uterine pregnancy’’; but the converse 
appears even more important, namely, ‘ Never to 
diagnose a tubal pregnancy without first ascertaining 
that the mass felt is something more than an enlarged 


’ 


fundus uteri.”” Here the bimanual examination under 
an anesthetic demonstrates that the mass felt in 
Douglas’s pouch is continuous with the cervix, and 
that there is in the pelvis no other tumour which 
could be the fundus. 

3. Intrauterine Pregnancy, complicated with Pelvic Tumour.— 
Demonstrate the position of the fundus in relation to 
the tumour, also ascertain if the uterus is enlarged. 
Defer the passage of a sound to the latest possible 
date. Where symptoms are not urgent watch the 
case, and observe whether it is the uterus or the 
tumour which is increasing in size. Assuming the 


presence of a slightly enlarged uterus with a tender 


pelvic swelling in a patient who has had amenor- 
rhoea, or a delayed period, followed by sudden 
abdominal pains with vaginal hemorrhage, what are 
the probabilities ? The extreme probability is that 
the mass is composed of blood-clot, tube, ovary, 
adherent omentum and bowel, the result of rupture 
or abortion of a pregnant tube. The possibility is 
that the pregnancy may be in the uterus, and the 
pelvic mass may be— 

(a) An inflamed tube or ovary. 

(b) An ovarian cyst either 
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1. Suppurating; or 
2. Full of blood and adherent to surrounding 
structures owing to a twisted pedicle. 
(c) An appendix abscess. 


(¢@) A subperitoneal myoma, which is rarely the 


cause of pelvic pain unless its blood supply 
is interfered with, which might occur if 
it had a narrow pedicle and this pedicle 
became twisted. 


Assuming that, after a period of expectant treatment, 
5 ’ 


a diagnosis of rupture of a pregnant tube is made, 
and on operation being performed one of the above- 
mentioned conditions is discovered little harm has 
been done. There has been an error in diagnosis 
but not in treatment, since the safest treatment for 
diseased appendages, ovarian cyst, myoma with twisted 
pedicle or appendix abscess, is their removal by 
operation, even supposing that the uterus is gravid. 
It is remarkable how many cases of pregnancy, com- 
plicated by the presence of a pelvic tumour, proceed 


after removal of this tumour uninterruptedly to term. 


Treatment :— 


(a) 


In the Fulminating Type-—The only chance for the 
patient lies in immediate operation. This must be 
performed at the patient’s house. It is absolutely 
unjustifiable to move to a hospital or nursing home 
a patient who is nearly dead from loss of blood. 

In the Lemittent Type-——Small pelvic extravasations 
of blood are frequently absorbed without causing 
symptoms. Therefore, given a patient with a normal 
temperature and a small mass of blood which is not 
tender, and is week by week diminishing in size, 
expectant treatment is justifiable. But so long as 
any portion of the blood-clot remains unabsorbed 
there must always exist the risk of infection from 
neighbouring bowel, in which event operation would 
become imperative. While conceding the justifiability 


of expectant treatment in cases such as the above, 
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after duly weighing every case which has come 
under my: notice, I am forced to the conclusion that 
the safest, and therefore the best, surgery is to 
remove in every case the extravasated blood and the 


damaged tube. 


THE NEW THEORY AND PROPHYLAXIS 
OF PUERPERAL ECLAMPSIA.! 


BY 


Eviza L. WaLKER Dunsar, M.D. 


Last July I saw in the country a severe case of eclampsia, 
and a week after, the sister of this patient wrote to me, 
saying that her own hands and feet were swollen—that is to 
say, she herself was displaying the same symptoms that had 
preceded the eclampsia in the first case in which no prophy- 
lactic measures had been taken, for the lady had not sought 
advice. Both sisters were pregnant for the first time, and were 
38 and 39 years of age respectively. The loss of the infant— 
the pregnancy was in the seventh month, and the foetus was 
dead before the necessary accouchement forcé could be begun — 
was a great grief to the mother, and I was very anxious to 


prevent a second catastrophe in the family. ‘1 miust not omit 
to mention that my own patient a few days before the news of 


her sister’s danger reached her had experienced a great shock 
in the tragic and sudden death of an intimate friend. She 
had thus suffered a double shock. 

A specimen of urine sent by post showed that albuminuria 
had not set in. I knew it might appear later, and that fatal 
cases had occurred in which no albuminuria had existed or had 
not developed until within fourteen days of parturition. 

Having signally failed to prevent eclampsia some years ago 

1 Read at a meeting of the Bath and Bristol branch of the British Medical 
Association, March 28th, 1906, at Bristol. 
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by treating kidney symptoms—that is with diaphoretics, hot air 
and miik diet, a treatment most conscientiously carried out for 
many weeks—I considered what other means were available to 
prevent the dreaded outcome, and I came to the conclusion that 
the swelling which precedes eclampsia is due to the heaping up 
of semi-solid matter in the various tissues, and might be dis- 
sipated by thyroid gland substance. I came independently on 
this idea, but I have since learnt that much the same thought 
had occurred previously to at least one other doctor—a 
Dr. Nicholson—but I do not know any details of his experi- 
ences, and I understand that the theory requires further proof 
and corroboration before it can be generally accepted. 

Irom my first thought that the problem to be solved was 
that of eliminating semi-solid matter, followed as a logical 
sequence that if thyroid gland substance did eliminate the 
deleterious matter, the presence of that matter was due to 
insufficient activity of the thyroid—was in fact myxcedema. 
It remained to explain why pregnancy should affect the activity 
of the said gland. 

I would not carry out my proposed treatment without 
personal observation, and it was not until September that I 
could begin. Meantime, about the middle of August, at the 
end of the sixth month of pregnancy, the lady’s husband awoke 
one night to find her in a state of convulsion, unconscious, 
breathing stertorously. The attack subsided, and recurred 
twice in half an hour—three attacks in all. The patient had 
been more than usually active during the preceding day and 
had taken a rather heavy supper. Competent observation 
showed that the urine was free from albumen and was abundant, 
nearly a quart a day. 


When I saw the patient in September—I had seen her in 


June and also earlier—she was swollen all over, but more 
markedly in face, hands and feet. The wedding-ring, which 
had been so loose that it dropped off sometimes, had to be 
left off in July on account of swelling of the fingers. Patient 
complained of headache, inability to read with understanding 
and pleasure, and felt special discomfort from the numbness 
and weight of the hands. The pulse was 84 and tense. There 
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was no pitting of the skin on pressure anywhere. The daily 
quantity of urine was a quart and over. A tabloid of 1} grains 
thyroidin (B. W. & Co.) taken twice a day was well borne, and 
a very slight improvement set in. It became more visible when 
four tabloids were taken daily, and six tabloids per day effected 
an alteration for the better that could not be overlooked. 
Patient was able to read again with profit and delight; she 
felt more contented; the fingers looked more shapely, the 
pulse became soft. No deleterious effect on the foetus was 
observable. 

In October patient had an attack of giddiness—one of the 
well-known prodromata of eclampsia—the head felt oppressed 
and dull; but after a very few days the attack passed off, and 
she declared herself quite well again. As anemia is suggested 
as a cause of eclampsia, I determined the hemoglobin by the 
Fleischl hamometer, and found it to be 100°. 

As any extra exertion always increased the swelling, care 
was taken to lessen very much the output of work during the 
last ten weeks of pregnancy. Three weeks before parturition 
albumen appeared in the urine quite distinctly, but not to any 
great extent. Its appearance was a further proof of the 
presence of the danger of eclampsia. Parturition took place 
on November 11th quite normally, except that the patient 
swelled very much during labour, which lasted eight hours. 
The infant weighed 53 1b. and was very lively. The milk 
secretion was particularly abundant. Thyroidin was continued 
for about a week, and then the urine was free from albumen. 


Thyroidin produced a much greater effect in reducing swelling 


after than before the birth. Parturition did not entirely remove 
the cause of the swelling. The hands are still a little swollen, 
although rings can be worn. I have begged the patient to let 
me know when her fingers become thin again, and! | conjecture 
that will be when the catamenia are re-established. In that con- 
jecture lies the suggestion I have to make as to the root cause 
and additional measures of prevention of puerperal eclampsia. 
As long ago as 1870 some interdependence of the thyroid 
gland and the genital system was recognised. Thus a boy who 


1 This conjecture has proved correct. 
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came to the Polyclinic with goitre was told it might disappear 
in two or three years when he grew up, an expectation that was 
realised ; for meeting the lad two or three years later I ascer- 
tained that his goitre had disappeared, and by no other means 
than Nature’s development. We were also instructed that 
disease of the thyroid gland was frequently associated with 
amenorrhcea. Chlorosis, that malady of development in girls— 
I read there is an analogous malady in boys—is accompanied 
by a general swelling, which I hold to be due to defective action 
of the thyroid gland. The swelling is unlike that of hydramia, 
in that it does not pit on pressure; also hydramia represents a 
much graver illness than chlorosis is. 

During the climacteric change women suffer from some 
amount of general swelling, which is also unlike that of 
hydremia, and is independent of anemia or kidney disease. 
I take the cause to be a disturbance of the thyroid gland 
activity determined by involution of the ovaries. The dis- 
turbance subsides generally without special treatment, but 
sometimes requires temporary assistance. 

Here is a case of mine which illustrates the interdependence 
of ovarian function and thyroid gland activity. The patient 
was a young lady, aged 24 years, who had had irregular and 
very scanty catamenia for about a year in spite of administra- 
tion all that time of iron tonics in abundant quantity. She had 
evidently myxcedema. Thyroid gland effected a marked change 
in her appearance. Ovarian substance was also administered, 
and the catamenia reappeared more punctually and were more 
natural in appearance. When the menstrual function was fully 
restored the myxcedema had disappeared. 

With such-like considerations I have come to the opinion 
that the thyroid gland is indeed dependent somehow on the 
healthy functioning of the genital organs. In women the 
thyroid requires the contribution of the ovarian secretion to 
carry on its work. In pregnancy if any function is in abeyance 
it is that of the ovaries. Does the ovarian secretion perchance 


include a catalyst that acts with thyroid secretion on waste 


tissue? With the new knowledge of catalysis who shall say 


what substance may or may not act as a solvent? 













































PUERPERAL ECLAMPSIA. 
There are persons whose thyroid gland output is naturally 
below average. They look rather stouter than most persons, 
but seem quite healthy. In their case the effectiveness of the 
thyroid is more easily hindered, or it may be that when the 
demands of the system are increased by pregnancy and the 
assistance of the ovarian secretion suspended the slight defect 
of the gland becomes apparent. 

Administration of the thyroid gland will reduce the swelling 
and relieve the obvious pressure on the brain and clogging of 
other organs. It must be remembered that myxcedema 
manifests itself not only in the skin, but in the mucous 
membrane, and presumably in all the organs of the body, 
including the kidneys. A point to be remembered by critics 
of the theories I have propounded is that myxcedema seems 
to have a varied preference for the organ or organs in which 
it shall act most deleteriously. Students of myxcedema will 
readily agree that its effects are very variously distributed. 
Therefore it is not always the brain that is most oppressed, 
even in pregnancy; and when the brain is not specially affected 
it may be that eclampsia does not follow when parturition 
suddenly heaps up deleterious material, but the brain being in 
that case comparatively free is able to bear the strain. 

There is a consensus of opinion that venesection in 
eclampsia affords relief for a time; that which abstraction of 
blood effects, whether by venesection or cutting the cervix 
in the interest of accouchement forcé, may be induced before- 
hand by administration of thyroid gland. That will also relieve 
the kidneys from the deleterious effect of myxcedematous 
matter. 

As a further cure or preventive of myxcedema in pregnancy, 
it seems to me that administration of ovarian substance should 
be tried. I should not give it until after the third month in 
case of its producing abortion, for ovarian substance is an 
emmenagogue. The dose should be small and given with 
caution. It should be tried in conjunction with thyroid gland 
until it appears that the myxcedema is more than merely kept 
in abeyance. 

The output of work in pregnancy associated with myxcedema 
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should be greatly restricted, for the demand in the activity of 


the thyroid gland is greater the greater the amount of expended 


energy. The name puerperal eclampsia, signifying as it does 


thing as unexpected as lightning, can no longer excuse the 


some g, 


omission of a prophylactic treatment which has already been 
effective. The differential diagnosis of myxcedema and nephritis 
will nov be difficult. In myxcedema the quantity of urine is 
not diminished ; even when the kidney is assisting to carry off 
myxcedematous matter the quantity of urine is not much 
lessened. The fact of pregnancy being the exciting cause points 


to the right diagnosis. 


HEALTH NOTES IN BRISTOL, 1905. 


BY 
D. S. Davies, M.D. Lond., 


Medical Officer of Health. 


THE recent publication of the Registrar-General’s Annual 
Summary for 1905 enables some comparison to be made 
between the mortality figures for Bristol and other Districts in 
England and Wales. 

The Birth rate in Bristol for the year 1905, 26.9, shows a 
slight increase on recent local rates, but compares with a rate 
of 27.2 for England and Wales, and of 28.2 for the 76 great 
towns. 

The Death rate in Bristol for the same period is 14.7, a 
satisfactorily low rate, and compares with a rate of 15.2 for 
England and Wales, and of 15.7 for the 76 great towns. 

The Infant Mortality shows a rate per 1000 births of 122.4, 
which compares with a rate of 128 for England and Wales, and 
of 140 for the 76 great towns. 

The rate from the Seven Chief Epidemic Diseases (Zymotic 
Rate) was in Bristol 1.6 per tooo living, and in the 76 great 


towns was I.%. 
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PREVALENCE OF COMMUNICABLE DISEASE 
IN BRISTOL IN 1905. 

Scarlet Fever, which has been much in evidence since 1900, 
continued to show a satisfactory decrease, the notifications 
having fallen from 798 per 100,000 in 1902 to 302 in 1905; the 
case-mortality, 3.5, is somewhat higher than in previous years: 
the total number of deaths in the whole city was only 39, a 
striking contrast with the mortality observed in old-time 
epidemic periods, as for example in 1869-70, when over goo 
deaths were recorded in a city of less than half the present 
size. 

Diphtheria, which showed a remarkable increase in fatal pre- 
valence from 1g00 to 1902, when the deaths corresponded to 54 
per 100,000 population, fell to the satisfactory figure of 1© for 


the year 1905. The decrease in fatality has been accompanied 


by disappearance of the tendency to form school-outbreaks ; 
probably the major part of the susceptible youthful population 
has become immunised by the prevalence of the exceedingly 
mild, often unrecognised, varieties, which form so distinguishing 
a feature accompanying the prevalence of virulent epidemic 
diphtheria. 

Enteric Fever. The returns in regard to this disease are 
eminently satisfactory. Both notifications and deaths show the 
lowest figures recorded in the city; the deaths number exactly 
half those returned in 1904, and correspond to the remarkably 
low rate of 3 per 100,000 living. The case-mortality was 
17 per cent., reckoned on the 76 notified cases. 

Diarvhea—Infantile Diarrhea. The number of deaths returned 
in 1905 from this disease was 169, compared with 206 in rgo4, 
and with 348 in 1goo. The fatality from this cause is largely 
influenced by the climatic conditions of the late summer and 
autumn. The diarrhea rate for Bristol was 47 per 100,000, 
compared with a rate for the 76 great towns of 83. 

Typhus Fevey continues habitually absent from the city—the 
last group of cases was in 1889-90. It is true that one case was 
notified as typhus fever during 1905, but the diagnosis was not 
confirmed. 

Measles. This disease, although popularly disregarded, is a 
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periodically recurring cause of regrettable mortality. In 1905 
180 deaths were returned from this disease, of which 165 
occurred in children under 5. The highest mortality in recent 
years was in 1902, when 411 deaths were due to measles, the 
prevalence and fatality of which are intimately bound up with 
school attendance, and especially with infant classes. In the 
spring of 1905 the Bristol Education Committee adopted 
regulations determining the exclusion of scholars from affected 
houses and the prompt notification of cases from the teachers 
to the Health Department. Many of the teachers loyally fulfil 
this duty, but not all, so that the full value of the system is not 
yet realised. It is in regard to this disease that the value of an 
organised system of medical school-inspection should be par- 
ticularly felt; and, if the school-teachers co-operate, lists of 
those children who have previously suffered from measles may 
be kept, and exclusion may be safely relaxed in their case, 
leading to less interference in schoolwork with a reasonable 
measure of success in prevention of outbreaks, provided notice 
of initial cases is forwarded at the very earliest opportunity. 
This has been found to be the case in the experience of the 
London Education Committee. 

Whooping Cough also led to considerable mortality, and 
123 deaths were ascribed to this cause, of which 121 were in 
children under 5 years of age. 

Influenza was credited with 54 deaths in 1905; this cause of 
death had a very real meaning in the year 1890, when an 
epidemic wave, travelling westward from Russia, 1eached 
England, and caused, directly and indirectly, excessive mor- 
tality. The term has continued to appear in the death returns 
with greater or less regularity ever since, but I am unable to 
define exactly what it connotes in bristol at the present time. 

Phthisis. Notification of this disease commenced in bristol 
on September 5th, 1905, and up to the end of the year 330 cases 
were notified—19g96 males and 134 females. The Winsley 
Sanatorium was opened in December, 1904, and the first Bristol 


case was admitted on February 27th, 1905. Sixty-four cases 


had been admitted to the Bristol maintained beds up to the end 


of the year 1905—38 males and 26 females. In very many of 
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these cases considerable improvement was reported; and the 
educational influence of the Institution is beyond praise, and 
should effectually add to the safeguarding of the public health 
by spreading true ideas as to preventive home treatment. 
Smallpox. This disease was prevalent in one or two neigh- 
bouring districts, and several ‘‘sample’’ cases were introduced. 
The extreme mildness of the variety led to some difliculty in 
tracing cases, and at one time, in June, it appeared that a 
widespread outbreak was inevitable, as a man with the eruption 
out on him had sat drinking for some hours with many others. 
Special vigilance detected one or two contact cases, which 
proved to be all in this district; whether the others, if any, 
developed in neighbouring districts, or whether the slight 
infectivity of this variety failed to continue the disease, cannot 


be certainly stated. 


Progress of the Medical Sciences. 


MEDICINE. 


The treatment of internal hemorrhage is a subject which 
has been rie ved in much uncertainty. The majority of these 
attacks of bleeding come toa speedy end of themselves, and it 
is hard to say when we have given a hemostatic whether the 
ending is due to the drug or to nature. To increase the confusion, 
some drugs have been recommended which act as vaso-contractors 
and others as dilators, and others again which can hardly be 
absorbed at all. Thus, as W. E. Dixon! points out, if we give 
the tannins, only one per cent. is absorbed, and that in the 
almost inert form of gallate of sodium, which can neither cause 
cl lotting nor constrict the vessels. In the same way adrenalin, 
unless injected intravenously or applied direct to a bleeding 
point, aii: no effect on the vessels. Certain facts, however, 
have been ascertained as to the action of the chief vaso- 
contractors. The constriction they cause is most marked in 
the vessels of the splanchnic area, less marked in those of the 
keletal muscles, and far weaker in the vessels of the lungs, the 
rain, the liver, and the coronary vessels. Therefore the rise of 
pressure produced in the first and second groups quite over- 
powers the slight contraction caused in the vessels of the lungs, 
the liver, the brain, and the heart. These organs actually 


Ss 
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’ Lancet, 1906, i. 825. 
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become congested and their vessels dilated under the action of 
general vaso-contractors. Dixon has shown that these results 
hold good for all the ordinary drugs, and it is therefore clear 
that not only we cannot rely upon them for checking hemorrhage 
from the lungs, the brain, or the liver, but they are actually 
injurious. These facts as to the relative contraction of the 
vessels in different organs are based on the results obtained by 
the perfusion of blood through the isolated organs, and the 
drugs employed comprise adrenalin, ergot, digitalis and its 
allies, and the group containing veratrine, barium, and lead. 
Some of them act on the muscle directly and some through t! 
nervous system, but the final result is the same for them ail. 
It will be seen that hemorrhages from the uterus, the intestines, 
and other parts of the splanchnic area, are undoubtedly affected 
by these drugs, and that the common gynecological use of ergot 
is rather supported by these experiments. Il*or gastric bleeding 
again their use is considerable, if the injured vessel is of a size 
which can be etficiently constricted. Adrenalin requires to be 
injected into the veins, as when it is given by the mouth or 
subcutaneously it appears to have no effect on the vessels, 
though it is just possible that superficial gastric vessels might 
be constricted by the drug when swallowed. W. P. Herringham 
has no doubt of its value in gastric hemorrhage, and advises its 
regular employment.! Hemorrhage from dilated cesophageal 
veins due to cirrhosis of the liver will clearly not be aided by 
any vaso-constrictors. 

For hemoptysis we must clearly turn to some other bt dies. 
First we may consider the vaso-dilators. If they dilate the 
vessels of the systemic circulation and fill the splanchnic area 
they must tend to deplete the lungs as Foxwell pointed out,? 
and so far hinder hemoptysis. We cannot expect them to 
stop hemorrhage of every type. In ordinary cases of hemoptysis 
such as we meet with in phthisis Francis Hare*® reported marked 
success from inhalations of nitrite of amyl. Thus in twelve 
cases the bleeding ceased within three minutes, and the imme- 
diate relief which the patients experienced had also a great 
effect in allaying the mental excitement which accompanies 
such attacks. It is certainly a remarkable thing that the 
evanescent action of the drug upon blood pressure should 
suffice for the formation of clot, but confirmatory accounts 
have been given by other observers. E. T. Smith* reported: 
‘* As soon as the nitrite was given the next clearing of the air 
passages produced blood-stained mucus only. The next cough 
showed only mucus.” The case was apparently one of rupture 
of an atheromatous vessel in a patient suffering from interstitial 
nephritis. 

Other remedies which act in much the same way as the 
vaso-dilators are saline purgatives and morphia. The latter, 


1 Clin. J., 1906, xxvil. 337... 7 Essays on Heart and Lung Disease, 1895. 
3 Lancet, 1904, li. 522, 942. 4 Brit. M. J., 1906, i. 917. 
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though it has no direct action on the heart or vessels, diminishes 
all sensory reflexes and excitement which would ‘‘ induce cardiac 
acceleration and reflex rise of blood pressure.” The value of 
these two remedies is incontestable unless the bleeding has been 
extreme. 

When we come to the arrest of cerebral hemorrhage the 
problem at first sight seems to be precisely like that of the 
treatment of hemoptysis. Vaso-constrictors act on the general 
circulation and increase the cerebral congestion, while their 
effect om the torn vessel is little or none. Hence we may gather 
some indication for vaso-dilators and purgatives, but serious 
doubt has been thrown on the advisability of this treatment 
since it has been shown that with large intra-cranial hemorrhages 
anemia of the medulla is produced, and that a protective rise 
of tension to an extraordinary degree is brought about in order 
to keep the medulla supplied with blood. Hence American 
write rs like Cook and Lashing! lay stress on the danger of 
reducing the tension in cerebral apoplexy and advocate surgical 
removal of the clot. Probably when there is but a slight rise 
of pressure indicating a local bleeding alone, and provided we 
are otherwise certain that we are dealing with a hemoirhage 
and not a vascular occlusion, we should be justified in using 
vaso-dilators or purgatives. If the pulse pressure is extremely 
high those remedies will only hasten the end. 

Now besides those agents which act on the vaso-motor 

mechanism there are yet other means of arresting hemorrhage. 
There are the drugs which increase the clotting power of the 
blood, gelatine, the ‘calcium salts, and possibly the iodides. The 
use of gelatine has two dangers, one is that impure gelatin 
containing tetanus germs may be used, and the other is that the 
treatment may be carried too far and thrombosis and embolism 
produced. To meet the first danger sterilisation of gelatin in 
steam under pressure at 115° for thirty minutes should be carried 
out before subcutaneous injections. Lancereaux? recommended 
that 7 ounces of a 23 per cent. solution of gelatine in normal 
saline fluid should be injected every third or fourth day in 
aneurysms, but rectal injections of half a pint of a 5 per cent. 
solution three times a day for several days may be given for 
most internal hemorrhages, and satisfactory results have been 
obtained on the whole. Moreover in these rectal injections the 
dangers just referred to seem to be reduced to a minimum. 

Wright and Paramore? have reinvestigated the blood-clotting 
power of calcium salts. The maximum effect appears to be 
obtained within 45 minutes, and lasts for several days. The 
quantity recommended is 60 grains of calcium chloride or 
lactate by the mouth in a single dose. The latter salt is more 
pleasant to the taste, and may be given by subcutaneous 
injection in 5 to ro grain doses dissolved in thirty times its 

* Johns Hopkins Hosp, Rep. 
2 Edin. M. J., 1904, N.S., xvi. 359. 3 Lancet, 1905, ii. 1096. 





MEDICINE. 143 


weight of water. Some patients do not readily absorb calcium 
salts from the stomach, and for them hypodermic injections of 
the lactate seem to be preferable. A curious fact was also noted 
that magnesium carbonate is a powerful coagulating agent 
similar to calcium in its effects, which explains its use in 
urticaria and other serous exudations. To maintain perma- 
nently high coagulation it is necessary to test the blood 
frequently and stop the drug when the maximum effect is 
reached, but for the temporary arrest of hemorrhage this is 
not required. 


The Adams-Stokes affection of the heart has long been 
difficult of explanation. The extraordinary slowing of the 
pulse sometimes to ten or twelve beats in the minute asin a 
case formerly reported by me in this /ouynal, and the apoplecti- 
form attacks from time to time with few signs of cardiac disease 
either during life or post-mortem point to some unknown action 
of the cardiac mechanism. It has been also noticed that 
numerous jugular pulsations co-exist with the infrequent radial 
ones, and by a method of simultaneous tracings perfected by 
John Hay it was found that in these and similar affections the 
interval between the auricular and ventricular pulsations is 
abnormally long. Thus there is a slowing of the conduction of 
the wave of contraction. Now His had shown that the only 
connection between auricle and ventricle is a small bundle of 
fibres in the auriculo-ventricular septum. He suggested in 1go4 
that a lesion in this bundle might produce the symptoms of 
the Adams-Stokes type by causing a block in the course of the 
wave. The experiments of Stannius in 1856 had shown that 
compression of this septum results in a different rate of con- 
traction for the auricle and ventricle. His thought that it is 
interference with this bundle of fibres which by blocking 
conduction sets free the ventricle to beat at its own inherent 
slow rate. Erlanger! devised a clamp to compress this bundle 
alone, and found that he could produce a ventricular rhythm 
only half or a quarter as rapid as that of the auricle, and finally 
that the ventricle could be stopped altogether while the auricle 
went on. Moreover it was shown that neither changes in the 
vagus, the sympathetic or the heart muscle could produce these 
symptoms. It was seen that this condition of heart block 
occurs in many other conditions besides the Adams-Stokes 
disease, and that the absence of macroscopic findings in the 
latter may be due to the smallness of this bundle. Finally 
Stengel? met with an actual case with typical slow pulse, 
seizures, and rapid pulsation of veins. Careful dissection 
showed that the bundle of His and that alone was involved 
by a patch of sclerotic endocarditis. The coronary arteries 
were neither calcareous or narrowed, which disposes of Greiwe’s 


1 Experiment Med., 1406, vii. 8. 2 Am. J. M. Sc., 1905, Cxxx. 1083. 
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theory as far as this disease is concerned, that coronary changes 
produce bradycardia by damaging the muscle and so causing 
an increase in the refractory period. In Stengel’s patie nt 6 
radial pulse was at times only 16 or 20 per minute, while the 
venous pulsation was 80 to 100. Before and during the sync bees 
seizures the radial pulse would cease from 20 to 130 seconds 
though the venous pulsation went on the whole time, showing 
that absolute heart block occurred in those attacks. G. A. 
Gibson, ! like Hay and Mackenzie, accepts this “ block”’ the ory 
as explaining cases of bradycardia where the jugular pulsations 
exceed the radial ones, while in cases where the heart is slowed 
down as a whole there is, he thinks, deficient stimulation or 
lessened excitability of the heart muscle. These are two 
instances of irregular pulsation of every part of the heart, 
where, without loss of conductivity, the ventricular systole, like 
the auricular, may often be abortive. As Erlanger pointed out, 
the auricular systole can be directly influenced by atropine, 
while the ventricular cannot. Thus if a block in conduction 
exists atropine is practically useless. Hay* reported a case 
like Stengel’s with an auricular rate double that of the ventricle, 
and here too marked pathological changes were found in the 
septum. 


Divers’ Paralysis—Leonard Hill has shown that under 
abnormal pressure large quantities of nitrogen are dissolved 
in the blood, and if the pressure is rapidly lowered this gas is 
set free in it and may pass into the peri-vascular spaces.* It 
is probable that paralysis is due to the setting free of this gas 
in the vessels of the spinal cord when the pressure is reduced 
too quickly. A patient of Hale White suffered from three 
separate attacks after working at depths of 130, 150, and 162 
feet, another man reached the depth of 189 feet, and Greenwood,? 
who has investigated the matter afresh, mentions a descent to 
204 feet, which was equal to + 88} lb. air pressure. He obtained 
a compression chamber, and was himself subjected to a pressure 
of +92 lb., which corresponds with a depth of water of 210 feet, 
or seven atmospheres. No ill results followed, as he had the 
reduction done so slowly as to take twenty minutes for each 
atmosphere, and during compression moved every part of his 
body so as to maintain the capillary circulation. Subsequent 
experiments showed the harmlessness of these great pressures 
provided these two rules are observed. Some curious results as 
to CO, absorption were obtained. It was found that when large 
quantities of CO, were allowed to be present in the compressed 
air, equal to 1.5 or 2 per cent. under normal pressure, no 
interference with respiration took place. Haldane and Priestley’s 
law that the percentage of CO, in the alveoli of the lungs is 


1 Edinb. M. J., 1905, N.S., xviii. 9. 2 Brit. M. J., 1905, ii. 1072. 
3 Lancet, 1905, ii. 1. 4 Brit. M. J., 1906, i. 912 
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always the same in health, or about 5 per cent., was also shown 
to be true under altered pressures. As the pressure rises the 
percentage of CO, present in the alveoli varies inversely with 
it, so that the quantity of the gas remains constant. 


GEORGE PARKER. 


SURGERY. 


Aithough so much is written at the present time on 
appe ndicitis and its sequele that I rather hesitate to refer to it 
again in this periscope, yet what is written on the subject by 
a surgeon who has operated on 2,000 cases is likely to be of 
considerable value. Murphy, of Chicago, well known in con- 
nection with his button, ager vewse a paper in the American 
Journal of Medical Sciences for August, 1904, on Two Thousand 
Cases of Operation for Appendicitis. Six hundred operations were 
for acute appendicitis, and about 1,400 after the subsidence 
of the attack. 

Witn regard to the symptoms of the acute attack, he says 
they always. occur in the following order :—Pain; nausea and 
vomiting; general abdominal sensitiveness, most marked on the 
right side, and more particularly over the appendix; pyrexia, 
beginning from two to twenty-four hours after the commence- 
ment of the pain. He says if the nausea or vomiting, or 
temperature precede the pain he feels sure tue case is not one 
of appendicitis, and that temperature before pain suggests 
typhoid fever with a typhoid ulcer in the appendix. He has 
operated on three such cases, and has seen four more which he 
believed to be of the same nature. ‘‘ Sensitiveness”’ preceding 
the other sy arses especially if low in the pelvis, he considers 
suggestive of infection of the F allopian tube, or of tuberculous 
peritonitis, rather than appendicitis. Pain, he says, is never 
absent as an initial symptom in appendicitis. He states that 
there is always some rise of temperature during the first 
thirty-six hours, and that this may occur during the first few 
hours or not for twenty-four. If he were confident that no rise 
of temperature had been present during the first thirty-six 
hours, he says he should not regard the case as one of 
appendicitis. But he also says the temperature may fall to 
normal again within twenty-four hours; so that it would be 
very seldom possible to say there had certainly been no tem- 
perature at any time within the first thirty-six hours unless an 
hourly chart had been kept. In any case of doubtful diagnosis 
it might be a help to get an hourly chart for the first thirty-six 
hours if possible. His experience, as well as that of other 
surgeons, has been that the temperature may be high, and then 
fall below 99° and remain there, and yet a large quantity of pus 
may be present. He refers to one case in which the temperature 
suddenly dropped from 104° to 99°, and on opening the abdomen 
at the time the whole appendix was found to be gangrenous 
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and without any protecting adhesions. He refers to the 
apparent presence of a swelling, the size of the thumb, in the 
appendix region “in the very early hours” of appendicitis, due 
to muscular contraction, which disappears under the anesthetic. 
Such apparent swelling may be thought to be the swollen 
appendix. He thinks the most difficult condition to distinguish 
from appendicitis is an acute catarrhal affection of the caput 
coli, especially ‘‘ associated with the intestinal form of la grippe.” 
He operated twice in this condition, expecting to find acute 
appendicitis, but only found evidence of old attacks, and he 
says he knows no means of distinguishing such cases from 
appendicitis. 

He maintains that it is impossible to tell in the first forty- 
eight hours whether the tendency will be towards subsidence 
or to a virulent, if not fatal, termination, and this is why he 
operates on all cases; and he says the danger of operation in 
the early stage is scarcely more than that of an exploratory 
laparotomy. He thinks that at this stage drainage is not asa 
rule indicated, and therefore hernia improbable. He says the 
patient would be relieved of his appendicitis without hazard, 
prolonged illness, the danger of unpleasant sequela, or the 
possibility of recurrence by what he regards as “the only 


Fan) 


timely operation.”” He refers to a case in which thirty-one 
hours after the onset of the pain the pulse had fallen from 


110 to 82, and the temperature from 102.89 to 100.2°; but on 
the abdomen being opened a circular gangrene of the appendix 
one-half inch in length was found. He points out that we 
cannot tell what the tendency of the pathological process may 
be, whether towards security and repair or towards destruction 
and danger. Unfortunately, with regard to the nature of the 
operation to be performed in what he calls the second stage, 
te. from the second to the fifth day, he is neither clear nor 
consistent, but that we should operate he is emphatic. He first 
says that the operation must be a limited one, consisting of 
simple relief of pus tension by drainage, and that the appendix 
is only to be removed if it is accessible and easily amputated, 
and that there should be the least possible separation of 
adhesions, which are life-saving both in circumscribing the 
process and in rendering the local tissue unfit for absorption ; 
and again further on he says we must never lose sight of the 
fact that the pus is usually virulent, and that when organised 
adhesions are present they must not be separated, as they 
expose the surface to acute absorption. And yet he says ‘in 
the ascending stage of the disease” (? advancing stage), when 
depression is not noticeable and the septic intoxication is not 
severe, even when the quantity of pus is large, circumscribed 
or not circumscribed, he removes the appendix; but that 
he does not if the patient is apparently overwhelmed by 
septic intoxication, for in such cases he contents himself by 
making a simple incision in the abdomen and relieving the 
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pus tension by insertion of a drainage tube, without irrigation, 
sponging, or manipulation of the tissues. He removes the 
appendix in nine out of ten cases operated on in the second 
stage, 

{t is difficult to know quite what to make of this. If 
adhesions have formed which circumscribe the pus it is very 
rarely possible to get at the root of the appendix without 
separating them, and perhaps separating them widely. though 
the extremity of the appendix may lie temptingly free in the 
abscess cavity. It is clear he would not destroy such ‘life- 
saving’’ adhesions if there were clinical signs of toxemia 
present; he would simply incise and put in a drainage tube. 
Whether he would in other cases I must say he does not make 
clear. If the separation of such adhesions in the presence of 
virulent pus would be so disastrous in cases in which grave 
toxemia is present, because it may increase it, surely it might 
lead to such a condition in other cases. 

Murphy recommends that in all the suppurating cases the 
patient should be kept in the sitting position for some days 
after the operation to favour the drainage. In cases of general 
peritonitis he advises the administration of from eight to 
twenty-four pints of saline solution per rectum in twenty-four 
hours. He says ‘the saline must be allowed to sup in, the 
tube remaining constantly in position,’ and he gives no water 
by the mouth in these cases. He administers calomel, the 
action of which one would expect rather to interfere with the 
retention of the saline per rectum. Mr. Bernard is a strong 
advocate! of the transfusion of a large quantity of saline solution 
in cases of general peritonitis by the subcutaneous method. 
He says the treatment was suggested to him by one of 
proved of great value 
in Kocher’s clinic, and that he and some of his surgical 
colleagues at the London Hospital have been much encouraged 
in operating on cases of general septic peritonitis by its adoption 
in the after-treatment, as so many more now recover. He 
transfuses as much as fifteen pints in the twenty-four hours 
in an adult by means of two needles inserted into the sub- 
cutaneous tissue of the thigh. The two needles are con- 
nected by a bber tube (with glass tube connection) with a 


] 


receptacle holding sterile saline of the strength of a teaspoonful 


Professor Kocher’s assistants, as having 


to the pint. Ie uses the tube as a siphon, and directs that the 
vessel holding the saline solution should be one foot above 
the needies, and not higher than this, or pain would be caused. 
The vessel holding the saline and all the apparatus must, of 
course, be steriiised, and also the skin of the patient. As this 
treatment has to be carried out in patients desperately ill, no 
doubt at times the antiseptic precautions may not be pertect, 
and he has had himself some cases of suppuration where the 
needle was inserted ; but, as he says, these patients were so bad 


1 Clinical Journal, 1903, xxii. 380. 
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at the time of operation that they were fortunate to have lived 
long enough to develop such abscesses. I must say in one case 
in which I tried the method myself after operation for intestinal 
obstruction extensive sloughing of the skin and cellular tissue 
of the axilla followed, though the vessel containing the saline 
was not more than six inches above the needle, the fluid was 
warm Saline of the strength mentioned, and every precaution to 
keep the apparatus and. skin aseptic was taken. The needle 
was certainly large, as I could not get any amount to run in 
through a small needle which I first inserted. Mr. Bernard 
writes of the result of this “‘massive”’ saline transfusion in 
general septic peritonitis that ‘the effect is really very 
wonderful; the whole face of the patient fills out, the rings 
round the eyes diminish or may even disappear, the tongue 
becomes larger and moist as the secretion of saliva is once 
more established, the pulse is greatly improved and becomes 
slower and stronger.” The transfusion is repeated day by day 
as occasion demands, unless the vomiting ceases and the 
patient can drink freely, or the rectum will absorb a pint six 
times a day. In explanation of the beneficial action of this 
saline transfusion, he draws attention to the great shortage of 
fluid in the body in these cases, as owing to the vomiting no 
fluid has been taken, or if taken absorbed from the stomach, 
but that during that time the patient has expended his stock of 
fluid in supplying the excretion of urine, sweat and copious 
vomiting ; and he says patients suffering from general peritonitis 
lose weight very rapidly from loss of water, and he points to 
the shrivelled tongue, depressed eyes, and the drying up of the 
secretion of salivain the mouth as results of this loss. As he 
says, they cannot drink to replace this water, and, unlike 
Murphy, he regards the purgation produced by the frequent 
administration of calomel, which he regards as an important 
element in the treatment, as likely to very much interfere with 
the absorption of saline solution allowed to run into the rectum, 
and hence he advises the use of the subcutaneous me thod. 
And, he points out, the more fluid we can introduce into the 
vessels the less the tendency will be to absorption of toxic fluid 
from the peritoneum ; and the toxine already absorbed, or that 
may continue to be absorbed, will be diluted. 


~ ~~ ~ ~ 


As it is now fourteen years since Coley commenced the 
treatment of cases of inoperable sareoma with injections of the 
erysipelas streptococcus toxines, his paper in the American Journal 
of Medical Sciences, March, 1906, on his late results, is of con- 
siderable interest. He draws attention to the fact that the 
results necessarily vary greatly with the preparation of the 
toxines used, and says that many of the preparations se upon 
the market have been so weak as to produce scarcely any 
reaction. Parke, Davis & Co., he says, have very nearly 
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brought their standard up to that of the toxine prepared for his 
own use. As is, of course, well known, his preparation consists 
of mixed toxines of erysipelas streptococcus and bacillus 
prodigiosus. With regard to indication as to continuance of 
the treatment, he says “in successful cases a marked improve- 
ment is usually noted in from one to four weeks; and if no 
improvement has occurred at the end of four weeks of vigorous 
treatment the chances are that none will occur, and little is to 
be hoped for, more than a retardation of growth.” He describes 
the technique of administration again in this recent paper, and 
says that the long-continued use of the toxine does no harm, 
and mentions one case in which for frequently-recurring 
sarcoma the toxines were administered, with occasional 
intervals, for four years with a successful result. When used 
after removal of sarcoma to try and prevent recurrence he 
recommends the use of a small dose which will only produce 
slight symptoms, and not a rigor. Coley still considers that 
spindle-celled sarcoma is the kind which is most likely to be 
cured by this method. He says that he has altered his opinion 
as to the use of the toxines in cases with metastases, and 
would now employ it, and he refers to some successful cases 
of this class. 

With regard to the use of the toxines as a prophylactic after 
primary operations for sarcoma and carcinoma, Coley says: 
‘‘ Up to the present I have not felt that the number of observa- 
tions were sufficient to warrant me in advising such treatment 
as a routine measure, but I am gradually becoming convinced 
of the wisdom of so doing.’’ He then gives a short account of 
eleven cases in which he has used the toxines in this way. 
Two were cases of carcinoma, and he says: ‘* These cases show 
that the toxines do have a marked inhibitory action even in 
carcinoma, and although this is rarely curative, I believe it 
sufficient to justify the routine use of the toxines after all 
primary operations for carcinoma as well as sarcoma.”’ Recur- 
rence of malignant growths after removal is always so uncertain, 
that the number of cases would have to be very large, and the 
nature of the growth very distinctly malignant, to convince us 
of the wisdom of using the toxines as a prophylactic from 
results obtained; but, as Coley points out, it is evident that a 
toxine which when injected into the body at a distance from 
the tumour may cause its disappearance, may destroy the 
microscopic tumour elements in the region of operation or 
elsewhere in the body, which would otherwise develop into 
secondary growths. It is interesting to note that Coley 
regarded the toxines as exercising a distinct restraining 
influence on these two cases of carcinoma, for until the publi- 
cation of this paper it seemed that he regarded sarcoma alone 
as influenced by the use of the toxines. In a list which he 
gives of cases in which an attack of erysipelas occurred during 
the growth of a malignant tumour (page 385) is one case of 
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cancer of the breast, and two cases of epithelioma of the face 
(probably rodent ulcers), which disappeared after an attack of 
erysipelas. Rodent ulcer can now, of course, be successfully 
treated by X-rays, and toxines of erysipelas would be very 
rarely required. 

In twenty-six cases of Coley’s treated by injections of the 
mixed toxines the patients were alive and well from three to 
thirteen years after treatment. All these cases were, he says, 
‘*beyond operation, and even absolutely hopeless, as regards 
treatment of any hitherto known method.” It is very important, 
as Coley says, to note that in five cases in which the tumours 
disappeared after injection of the toxines, a recurrence took 
place and finally proved fatal. In one of these recurrent 
cases the patient had remained well for eight years; in one 
three and a quarter years; in one two and a half years; in one 
seven months; and in one six months. Whether the toxines 
were used again for the final recurrences or not Coley does not 
say. If they had once caused the tumour to disappear it would 
be very remarkable if they were not. But at any rate, as Coley 
says, these cases furnish absolute proof of the correctness of 
the diagnosis, and refute the early objections brought against 
the method that the successful cases were probably examples of 
errors in diagnosis. 

It is not very rare for a large mass within the abdomen to 
be diagnosed as a malignant tumour and then for the mass to 
disappear, so that it is important to note how many of Coley’s 
successful cases were of this nature. [| find three in his list of 
eighty-six; but in one of these the mass recurred, which would 
be evidence in favour of its being a malignant tumour. 

Coley has also collected the final results of other surgeons 
who have published successful cases. Most of these surgeons 
are Americans, but the list includes cases of Battle and 
Mansell Moullin from this country. Out of sixty cases 
twenty-seven were well three to twelve years after the dis- 
appearance of the tumour. No less than nineteen included in 
the sixty were intra-abdominal tumours. That such cases 
should be said to show the structure of round or spindle-celled 
sarcoma under the microscope cannot differentiate them from 
simple granulation tissue. To these sixty I may add a case 
of my own, a young woman with periosteal sarcoma attached 
to the side and base of the skull in the zygomatic region. It 
was explored and examined microscopically, and presented the 
typical appearance of periosteal sarcoma. There was nothing 
to suggest syphilis. It ceased to grow under the treatment 
with the toxines, and all that remained of it was a bony lump 
on the skull. I have also had several unsuccessful cases, 
but in these the use of the toxines did no harm, though the 
symptoms of a sharp reaction are distressing for some hours. 
It would be very instructive if Coley had collected as many of 
the fatal cases after the use of the toxines as he could. Perhaps 
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he has mentioned all he knows of, but he does not say so. He 
refers to two deaths from septicemia after sloughing of the 
tumours in cases treated by the toxines. But sloughing or 
even suppuration in the tumour from the injections of the 
toxines seems to be a rare event. 

Coley considers the use of the toxines before resorting to 
amputation in cases of sarcoma of the extremities. He has 
collected twelve cases of sarcoma of the extremities, three 
personal cases, and nine reported by otiier surgeons in which 
the use of the toxines rendered amputation unnecessary. Of 
these eight were free from recurrence from three to six years. 
In all the cases but one the tumour was of bony origin, and in 
all amputation had been seriously considered; but it seemed 
justifiable to give the toxines a trial before resorting to amputa- 
tion. By means of resection of bone, no doubt amputation 
might also have been avoided, a method of treatment now 
employed by some of the German surgeons even in periosteal 
sarcoma! with no recurrence in some cases when examined 
several years after. 

Many of Coley’s successful cases of treatment of sarcoma 
in various regions, are recorded at some length, and a study of 
these records are most important, but we must refer readers of 
this abstract to the original paper for them. 


CuHarLes A. Morton. 


OBSTETRICS. 


The occurrence of suppuration in the female pelvis is 
sufficiently common to place the desirability of a critical 
examination of views as to its causation, pathological anatomy 
and treatment beyond question. 

Grad? describes pelvic suppurations as falling into one of 
two broad anatomical divisions according as they are intra- 
or extra-peritoneal. Both of these conditions may be present 
at the same time, and in quite a large proportion of cases it 
is difficult in the extreme to distinguish between them clinically. 
For the production of each variety different avenues of infec- 
tion are to some extent responsible, and this renders the 
consideration of the various points as to diagnosis, prognosis 
and treatment liable to considerable variation. There is now 
no question as to the relative frequency of the two varieties, 
and, contrary to the teaching of a few decades ago, the intra- 
peritoneal form is generally recognised as being infinitely the 
more common. The avenues of infection in the intra-peritoneal 
variety are mainly two, namely that from without by way of 
the genital tract, and that in which the infection gains the 
pelvic cavity from some viscus outside the generative organs, or 
through some other route than that of the vagina, uterus or 
Fallopian tubes. 


1 Lancet, 1906, i. 82 2 Grad, H., Am. J. Obst., 1906, liii. 239 
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The first route is responsible for all those cases in which pus 
forms as the result of se ptic or specific (i.e. gonorrhceal) in- 
fection, but in those cases in which suppuration occurs in cysts 
of the ovary or broad ligament, fibroids, haemotocele, tubal 
mole, in blcod collections, the result of menstrual refluxes, or as 
the result of appendicitis, intestinal perforations or growths, 
or as the result of tubercular diseases, the avenue of infection 
is a different - 

Infections of the genital tract with specific micro-organisms 
lead by continuity of tissue to a progressive infection of the 
endometrium, Fallopian tubes, ovaries and peritoneum adjacent 
to the fimbriated extremities of the tubes, so that in gonorrhceal 
infections, especially if unaccompanied by pyogenic organisms, 
the inflammatory reaction will be confined to the endometrium, 
Fallopian tube and ovary, and the peritoneum immediately 
surrounding these structures. Pus collections in these cases 
are not so frequent, in spite of the marked local affection of the 
peritoneum produced, as in infections caused by the pyogenic 
micro-organisms, but remote — such as arthritis and endo- 
carditis, are common, and, if a mixed infection occurs an 
intra-peritoneal suppuration i fairly certain. In pyogenic 
infections the route of infection is by the lymphatics as well as 
by tissue continuity, and as a rule these result from puerperal 
infection, as the result of abortion, especially criminal abortion, 
the use of dirty instruments, or intra-uterine applications with 
faulty aseptic technique. 

In pyogenic infections, again, the avenues being double, 
much wider areas are affected, more rapid invasion occurs, and 
the symptoms are more acute. Adhesions form over wider 
areas, and involve not only the ovariés and tubes, but omentum 
and coils of intestine. Between these adhesions pus collections 
form, giving rise to abscesses of various dimensions. 

Therapeutic measures designed for the relief of suppuration 
due to pyogenic infections necessarily involve the evacuation 
of each and all of the pus collections formed. So that while 
gonorrhceal infection may produce acute f:eritonitis, it is more 
usual for the eftects to be localised, while in the pyogenic cases 
more diffused suppuration and multiple abscesses are the usual 
result. The pyogenic infections are most usually due to the 
streptococcus, but the colon bacillus is not infrequently found. 
The staphylococcus aureus and albus are only found un- 
commonly. In all these cases when the acute symptoms have 
subsided the pus after a time is found to be sterile. 

Another method of causation of intra-peritoneal suppura- 
tion is from punctures of the uterus which is especially apt 
to be found in criminal abortion. A noteworthy point is that 
in a large number of these cases the wound in the uterus will 
have healed and no trace of the actual source of infection 
remain. 

Extra-peritoneal collections of pus are due either to infection 
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by way of lymphatics from wounds of the perineum, vagina and 
uterus, or to hamatomata of the broad ligaments, caused either 
by rupture of ectopic pregnancies or of enlarged veins in the 
broad ligaments. ‘The tendency for these collections is to track 
outwards and appear on the surface of the abdomen imme- 
diately above Poupart’s ligament or occasionally at the sciatic 
notch. They may even point in Scarpa’s triangle. 

Ihe general conclusions as to treatment seem to be as 
follows: (1) That opening from the vagina is to be preferred at 
any rate in acute cases. (2) That if the abdominal route is 
selected, operation during the acute stages is to be avoided if 
possible since sterilisation of the pus will eventually occur and 
reduce the risk of operation to a minimum. (3) That in any 
case all pus collections must be evacuated. This is often 
difficult, and even impossible, if the vaginal route alone is made 
use of. 

Adam! remarks that whether an inflammation will pass 
through its various phases to that of suppuration depends on 
the dosage and virulence of the infection and the resistance of 
the patient. He states that while inflammation of the tubes 
is the most common cause of pelvic suppuration, the other 
situations in which suppuration may be found are numerous. 
He states that in a large number of cases in his experience the 
ampulla has been found dilated with pus while the isthmus of 
the tube was healthy. In several of these cases, moreover, the 
endometrium showed traces of infection, so that while both 
extremities of the tract were affected the middle portion 
remained apparently free, although it must have been traversed 
by the infection. Probably this is due to the differences of 
blood and lymphatic supply in the two portions of the tube. 
Adam takes the view that the vast majority of cases of pelvic 
suppuration are due to gonorrhea, this view being dissimilar 
to that of Grad, who regards gonorrhcea as the less common 
cause of suppurations. 

A large number of cases, however, arise as the result of 
septic infection after parturition at full time or abortion. 
Tuberculosis as a cause is responsible for a certain though 
comparatively small number of cases. Experience shows that it 
is not as a rule the severer cases of septic puerperal infection that 
produce pelvic suppuration, but those cases in which the 
infection is of a comparatively mild degree. For example, a 
mild septic infection produces comparatively slight pelvic 
inflammation, followed by adhesions and closure of the inflamed 
tube, whilst an attack of influenza, or some other variety of 
general fever results in a pelvic suppuration. It may be months 
after the first attack, from infection of the damaged area with the 
colon bacillus through the medium of theintestinal adhe-sions. 

This is particularly apt to occur as the result of an attack of 
appendicitis in a case in which a right-sided inflammation has 


1 Adam, J. Obst. and Gynec. Brit. Emp., 1900, ix. 35. 
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led to adhesions between the appendix and the tube. The 
appendix has been actually found to open into an occluded tube 
into which it was discharging pus. 

The phenomena attending abortion are well known to 
predispose to septic infection in a very high degree, and unless 
the treatment of this condition is carried out with the greatest 
care to maintain asepsis in cases in which manual or instru- 
mental interference is necessary, infection, generally of a mild 
type, is a very common result, with damage to the appendages 
and, in a certain number of cases, suppuration as an immediate 
or remote sequela. 

As a result of the foregoing Adam insists on the importance 
of examining parturient patients not only during the puerperal 
period, but after the normal period of involution has passed, and 
more especially all those patients in whom the puerperal period 
has shown any irregularity. In abortion the complete emptying 
of the uterus as early as possible is of the greatest importance. 
No woman with pelvic adhesions attaching the tubes to intestine 
is ever safe from suppuration. The lines of defence lie in 
greater care as to aseptic technique during parturition, and a 
closer observation of the puerperal period, as the first, and post- 

puerperal examination, at any rate in every case in which there 
has been any irregularity in pulse-rate, temperature, or condition 
of the lochia during the puerperium as the second. 

Worrall! in dealing with the treatment of pelvic suppuration 
bases his conclusions on his own experience, and remarks that 
out of 111 ca@liotomies performed by himself forty-five were 
necessitated for the relief of suppuration in the pelvis. Of 
twenty-four bacterial examinations, in nine the pus was sterile, 
streptococcus was found in five, bacillus coli in five, gonococcus 
in four, and strepto- and pneumococcus in one. The origin of 
the trouble appeared to be gonorrhceal in fourteen, parturition 
and abortion fourteen, criminal abortion and trauma _ five, 
suppurating ovarian cysts two, tubercle two. In only three out 
of the forty-five was there cellulitis with pus tubes, and in one 
suppurative cellulitis without pus tubes. In each-case curetting 
was done at the same sitting as the section. 

In ten cases the uterus was removed with the appendages, 
and in seven the appendix. ‘Suppuration of the laparotomy 
wound occurred four times. Vaginal cceliotomy was done as a 
preliminary in forty-four cases, and in four was the only 
operation. 

Worrall advocates the systematic employment of both the 
vaginal and abdominal routes. He lays down the following 
lines of treatment: (1) All cases of pelvic suppuration demand 
operation. (2) If patient is desperately ill operation should be 
immediate, unless improvement seems after careful examina- 
tion to be likely to result with rest, &c., when postponement 
until the acute symptoms have subsided may be advisable. 


1 Worrall, Brit. Gynec. J., 1905-6, xxi. 258. 
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(3) Curettage and vaginal cceliotomy precede the abdominal 
operation in all cases. In cases in which severe constitutional 
symptoms are absent the abdominal operation is proceeded 
with at once, in acute cases after an interval. (4) The uterus is 
removed, as is the appendix, in every case in which these organs 
are definitely infected. (5) Flushing is avoided poss in 
general purulent peritonitis. (6) Drainage into the vagina is 
used ad 

Tuffier' pleads for the retention of the uterus in operations 
for old pelvic suppurations of the tubes; he removes the 
diseased tubes only, leaving the uterus and ovaries whenever 
possible, 7.e. whenever these are comparatively healthy. 
Curettage of the uterus he considers sufficient, but destroys the 
uterine end of the resected tube with the actual cautery. He 
commences his resection of the diseased tube at the uterine 
cornu and dissects it from the broad ligament outwards. 

W. Taylor,? discussing the value of colpotomy in the 
thrombotic form of puerperal fever, advocates the opening up of 
the broad ligaments from the vagina in cases in which repeated 
rigors with the presence of thickened cords in the broad 
ligaments in a case of septic puerperal infection indicate 
septic thrombo-phlebitis. He describes three cases, in each of 
which he found small abscesses at the uterine end of the 
thrombus; he evacuated the abscesses, and packed the cavities 
after clearing them out with moist iodoform gauze. He then 
incises the posterior fornix and explores the pelvis with the 
finger, perhaps locating other pus collections; he then inserts a 
gauze draining pack into the pouch of Douglas. In each of his 
cases success resulted. His claim that this method of treat- 
ment is superior to that of opening the abdomen and ligaturing 
the veins beyond the thrombus and so cutting off the access ot 
septic thrombi to the general circulation, with the productior 
of all the phenomena of pyemia and the ultimate death of the 
patient in many instances, or her recovery after weeks of illness 
and the repeated opening of metastatic abscesses, would appear 
to be well founded. 

Porache* advocates the treatment of cases of suppuration 
in the pelvis, whether of connective tissue in the peritoneum or 
pyosalpinx, by posterior colpotomy. He considers that laparo- 
tomy or vaginal cceliotomy with removal of the diseased parts 
are ‘unjustifiable. 

Morian* advocates the evacuation of pus collections in the 
pouch of Douglas into the rectum by means of a trocar about 
63 inches in length, which he passes through the anterior wall of 

1 Tuffier, Surg. Gynec. and Obst., 1905, i. 209; abstract in Brit. Gynec. J, 
1905-6, xxi. Summary, p. 151. 

2 Taylor, Brit. Gynec. J., 1905-6, Xx1. 75. 

> Porache, — f. Gyndk., 1905, xxix. 158; Brit. Gynec. J., 1905-6 
xxi. Summary, p. 

* Morian (Essen- ~Ruhr), Miinchen. med. Wehnschr., 1906, lili. 119; abstract 
in Brit. Gynac. J., 1905-6, xxi. Summary, p. 206. 
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the rectum. He considers this preferable to the vaginal opening 
as it avoids the possibility of infection of the uterus. He avoids 
both washing out and drainage. 

In reviewing the opinions expressed above, it is to be noted 
that much more use might have been made of the bacteriologist 
by several of the writers before making dogmatic statements as 
to the frequency of the different bacterial causes of pelvic 
suppuration, notably as to the rdle of the gonococcus. The 
view which is probably nearest to the truth appears to be 
that while a large number of suppurations follow gonorrhceal 
infection, these are by no means all due primarily to the 
eonococcus (if the pus-producing power of this organism was 
so great as seems to be supposed, should not the male sufferers, 
even after allowing for anatomical differences, suffer in a much 
larger proportion from perineal abscess, &c.?), but result from 
its power of lessening tissue resistance to the py ‘ogenic organisms 
proper. 

There is now no doubt as to the relative infrequency of extra- 
peritoneal suppurations such as true pelvic cellulitis. None of 
the writers mention the value of a differential blood count in 
cases in which, with an obviously inflammatory mass in the 
pelvis, suppuration is not definitely ascertained to be present. 
An absence, of marked leucocytosis and of increase of poly- 
morpho-nuclears has prevented the writer from proceeding 
to explore such a mass, with the result that the whole thing 
cleared up completely. 

There can be no question as to the value of colpotomy 
even inanacutecase. ‘The writer having to treat a case of acute 
and apparently generalised puerperal peritonitis, after curetting 
the uterus, incised the posterior cul-de-sac and evacuated a 
quantity of stinking pus with relief to the acuter symptoms, 
but without curing the patient. Some days later her condition 
was so improved, although she was still febrile, as to permit of a 
laparotomy, when from a mass of adherent intestine several 
pus collections were evacuated, with the result that all her 
symptoms subsided and recovery took place. In a similar case 
posterior colpotomy alone sufficed to cure an acute septic 
peritonitis after a criminal abortion. 

Delay in dealing with these cases is often justifiable and 
advantageous, but the acuter cases can always be attacked 
from the vagina and drained as a temporary measure; but in 
this procedure the operator must remember that hemorrhage 
from the laceration of a vessel may necessitate opening the 
abdomen. This actually occurred to the writer in dealing with 
a suppurating parovarian cyst, from a wound of a vessel in its 
capsule. This patient uneventfully recovered. 


WALTER C. SWAYNE. 





Reviews of Books. 


Blood Immunity and Blood Relationship. By Grorce H. F. 
Nuttratit, M.A., M.D. Pp. xii., 444. Cambridge: The 
University Press. 1904. 

This work is a most valuable contribution to our knowledge of 
hamatology, and represents an enormous amount of painstaking 
labour. The material for examination has been obtained from 
various parts of the globe, and some 2,000 tests have been made 
with fresh and dried specimens of blood. The inter-relationship 
of the vertebrates has been investigated by means of the 
precipitin test, a research that has given remarkable confirma- 
tion of the most recent statement of the genealogical relation- 
ships of the mammalia and other vertebrates. There is an 
excellent review of the work hitherto done relating to antibodies 
in general, antibodies other than precipitins, and precipitins ; 
but the bulk of the book consists of the records of precipitin 
tests by Dr. Nuttall, Dr. Graham Smith, and Mr. Strangeways. 
For the general reader the section dealing with the practical 
application of the precipitin reaction in legal medicine, Xc., 
is of great interest, and clearly indicates that the precipitin tests 
are to play a prominent part in legal medicine. Indications 
are not wanting that, in the near future, precipitin tests will 
be made use of in clinical medicine, in the examination of 
urine, &c. The arrangement of the book, its thoroughness, and 
the scientific method of the work command our admiration. 
The clear description of the technique and the bibliography 
alone makes this book essential to all workers in newer 
branches of blood research. 


On the Relations of Diseases of the Skin to Internal Disorders. 
By L. Duncan Burkey, A.M., M.D. Pp. xv., 175. 
London: RKebman Limited. 1906. 

This book is a compilation of lectures delivered to physicians 
at the New York Skin and Cancer Hospital last year. It has 
for its apology a quotation from the British Medical Journal of 
January 22nd, 1870, expressive of the need for the study of 
skin diseases in their relations to the disorders of other organs. 
The book might be described as a compendtum of reminders 
that the skin must not be considered as a separate organ un- 
connected with the rest of the economy. In this intention it 
succeeds, and the lesson requires learning. No one liveth unto 
himself, and no disease of the skin, even though parasitic, is 
independent of the condition of health, or the reverse, of the 
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host. Even the flea will not annoy every man, while it is a 
recognised fact that ringworm, so infective in childhood, dies 
out at — To understand these things it is necessary 
to have a far deeper knowledge of the chemistry of the body 
in we yet possess. There is no division of medical investiga- 
n which can be regarded as not bearing upon the subject 
y any dermatologist who aims at success. It is not sufficient 
to treat the disease, the patient has to be considered, understood, 
and treated effectively. The skin frequently serves as a visible 
picture of pathological processes. That these have been mis- 
understood in the past is not surprising, but with the advent of 
more exact science the swing of the pendulum from ‘ disorder 
of the blood” to a **microbic causation’”’ will come to rest at 
the action and interaction of the external and internal processes 
of the body with one another. 
Although the text of the book is in 1870, the application is 
: present, and the ‘‘finally”’ is in the future. The definition 
i, that a good dermatologist is ‘‘one who understands the 
thoroughly and everything inside it,” involves a wide scope 
dermatology, and no one would say ‘too wide.” 


The Cleansing, Disinfection, and Protection of the Hands. By 
Dr. Cart S. Hartcier. ‘Translated by CuHartes Heron 


Watson, M.A., M.B. (Edin.). Pp. xix., 218. Edinburgh 
ind London: William Green & Sons. 1906. 

Until the present work was published, we believe there 
was but one book of importance in the English language which 
dealt in a thorough manner with the subject of the disinfection 
of the hands, though in the German language there are many. 
For this reason, as well as for the intrinsic merits of Haegler’s 
researches and reflections on the subject, we cordially welcome 
the appearance of his book in an English garb. 

The practical surgeon, not himself a skilled bacteriologist, 
may perhaps feel a disposition to regard the investigation of the 
problems of hand-disinfection as a simple matter. The perusal 
of such a book as that under consideration will, in such case, 
show him that the truth is far otherwise. The investigations, 
to be at all reliable, have to be carried out with the most 
scrupulous care and attention to detail. False conclusions, 
based upon faulty methods of procedure yon an imperfect 
realisation of the possible sources of error, are as easy to obtain 
as reliable conclusions are difficult. In the present work are 
summarised the eresults obtained after twelve years of patient 
labour and thought by a skilled surgeon and bacteriologist, and 
an account of the methods which were employed in the investi- 
gations. Most of the questions which daily confront the 
practical surgeon when preparing the hands for an operation 
have been made the subject of study, such as the localisation of 
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micro-organisms in the hands; the efficiency of the various 
methods devised for the removal of these organisms, as, for 
exaniple, the efficiency of the different modes of mechanically 
cleansing the hands and of cleansing them with such disinfec- 
tants as spirit soap, antiseptic soap, corrosive sublimate lotion, 
and alcohol; the degree of bacteriological cleanliness it is 
possible to obtain at the beginning of an operation and to 
maintain during its course; the value of operating gloves, Kc. 
Lastly prophylaxis, the prevention of infection and the general 
care of the hands, is considered. 

The translation appears to us to have been excellently 
made; we forget as we read that the book is a translation, 
for the translation has been into English, not into German- 
English. 


The Rédle of Modern Dietetics in the Causation of Disease 
By J. Siw Wartrace, M.D. B.Se., LDS. Pp. wn: 87 


2 #* 


London: Bailliére, Tindall & Cox. 1905. 


This is an interesting volume of essays, which affords a 
wide field for thought and some useful suggestions. Disease, 
the writer suggests, largely depends upon the individual being 
placed in conditions different from those which obtained during 
the evolution of his species. Food at the present day is to a 


creat extent deprived of the cellulose and other inert matter for 
dealing with which the alimentary canal has been adapted. It 
is almost pure nutriment, and likely, therefore, to be unsuited 
to the organism. Mastication and salivary digestion under 
these circumstances tend to cease, and predigested foods are 
devised to replace them. Sugar is taken in a concentrated and 
irritating form; fats which are found finely divided in natural 
substances are eaten in a mass, or mixed with starch, so that 
they are digested with difficulty. Excessive quantities of 
nutriment at frequent intervals are taken into the stomach 

th the aid of condiments in consequence of this craze for 
concentrated foods. There is a tendency to feed healthy 
children and adults on the predigested foods devised for 
diseased states, and to diet men on the genito-urinary products 
ot the lower animals, such as eggs and milk. A child, after 
the first dentition, is a gnawing animal, and naturally would 
consume much inert matter; but we give him concentrated 
starch, sugar, and meat, which results in dyspepsia, constipa- 
tion, and pharyngeal congestion. Hence too maldevelopment 
of the La nose, and jaws, adenoids, loss of the perspiratory 
functions of the nasal passages and dental caries. In short, 
we feed a child to-day on pap and sodden food, though nature 
gives him a relatively larger dental apparatus than she does to 
adults. This food stimulates neither the digestive glands nor 
the muscles of the intestines, and yet we are startled at the 
presence of physical deteiioration. 
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A difficulty in applying the writer’s theories is the selection 
of some reasonably hard, bulky food for children before they 
have learned the habit of bolting their food unmasticated, 
a habit which the present soft concentrated food renders 
universal, 


A Hand-book of Climatic Treatment, including Balneology. 
By Wituiam R. Huccarp, M.A., M.D. Pp. xvi., 536. 
London: Macmillan & Co. 1906. 

So many books on climatic treatment have followed each 
other rapidly for some years past that it is a bold and ambitious 
undertaking to endeavour to surpass them, but the writer of this 
one, His Britannic Majesty’s Consul at Davos, has had excep- 
tional opportunities of working at the subject, and has collected 
materials steadily during many years. He has accordingly 
produced, as he might be expected to do, a standard work 
founded greatly on personal experience; his chief aim has been 
to place the therapeutics of climate on a secure foundation, and 
he founds his classification of climates on ‘the demand made by 
the climate for the production of heat. This corresponds with the 
demand for tissue change. Now the tonic or relaxing character 
of a climate turns chiefly on the ability of the organism to adapt 
itself to the requirements. Other things being equal, that 
climate is most tonic which demands the greatest amount of 
tissue change that a given organism can permanently yield.” 
This quotation gives the keynote of the book, for temperature 
is the only meteorological factor that retains its place as an 
element of classification for all climates. Davos and the 
other Alpine resorts, and the high-lying resorts of the Kocky 
Mountains represent the climates where the heat dem: me (or 
demand for tissue change) is excessively large—the great ligh 
plateau of South Africa belongs essentially to this same spl 
One feature common to these regions is that the climate isa 
strong inducement to an open-air life, but the author admits that 

‘no climate has a monopoly of good effect, and that for every 

Pisin there are unsuitable cases,” accordingly ‘‘the patient 
may do well in any fairly good ‘climate when he follows a 
suitable mode of life.’ These quotations show that the authior’s 
ideas are not limited by the interests of his own health resort, 
that he takes a fair, common-sense view of the questions with 
which he deals, and that his book may be taken as a trusty 
guide by all those who seek information on climatic and 
balneological questions. 


The Food Factor in Disease. By Francis Hare, M.D. 2 vols. 
Pp. Xiv., 497}; viil., 535. London: Longmans, Green & Co, 


1g05. 
The main argument of this book is to prove that many 
manifestations of disease are produced, or at any rate aggra- 
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vated, by the overloading of the body with an excess of carbon- 
containing food. To such an excess of carbonaceous material 
in the blood the author gives the name of hyperpyremia 
(Gr., zupeca=fuel). Dividing the constituents of food stuffs 
into two main groups, the nitrogenous or proteid division and 
the carbonaceous, he maintains that the former corresponds to 
the building material and is adapted to the stimulation and 
repair of the functionating tissues, and indirectly therefore 
dominates the amount of carbonaceous material in the blood. 
The carbonaceous material, consisting of fats and carbo- 
hydrates, constitutes the fuel of the organism. The author 
maintains that the carbon contents of the blood are much 
more liable to variation than the nitrogenous, the variations 
being due to intermittence of food supply, fluctuations in the 
rate of combustion, and to intermenstrual accumulation. When 
an excess of carbonaceous material has been thus accumulated 
in the blood, the condition may be relieved physiologically by 
regulation of the income by means of the glycogenic distension 
of the liver, by increased combustion as by exercise, increased 
demand for bodily heat, by fat formation, and by menstruation, 
lactation, and utero-gestation. Pathologically the excess may 
be dispersed by many morbid processes, which include asthma, 
epilepsy, gout, &c. He maintains that of the fundamental 
food errors, excessive introgenous and Geficient carbonaceous 
intake are probably unimportant, as they tend to be rapidly 
adjusted by the self-regulating power of the organism. Deficient 
introgenous intake and excessive carbonaceous intake are much 
more important, because they do not necessarily undergo such 
rapid automatic adjustment. 

The pathological acarbonising processes are grouped like 
the physiological into divisions, ¢.g. (1) Those which regulate 
intake, viz. secondary dyspepsia, anorexia, bilious attacks, 
migraine, and gastralgic paroxysms. (2) Those which operate 
mainly through some form of increased expenditure; (@) by 
increased katabolism, ¢.g. epilepsy, asthma, angina; (b) by 
increased anabolism, as tumour formation; (c) by direct loss, 
of which glycosuria and some forms of hemorrhage may be 
examples. These pathological processes are to be regarded as 
variations, with modifications, of physiological mechanisms. 
While fully recognising the humoral condition of hyperpyremia 
as the primary factor of many pathological acarbonising pro- 
cesses, he admits that in most cases the operation of numerous 
secondary factors is no less essential. Persistent high-blood 
pressure, arterio-sclerosis, and granular kidney he regards as 
due to hyperpyremia, the uric acid and purin factor in disease 
being controlled by the iy mia. The author argues that 
uricemia may be better controlled by diminishing the carbon- 
aceous elements in the blood and thereby facilitating greater 
uric acid excretion, than by diminishing the proteid intake and 
thereby simultaneously lowering the vitality of the body. A 
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large amount of clinical matter is introduced in support of the 
various hypotheses. 

The work is one of very great interest, and contains much 
that is original in thought, although some of the hypotheses 
prove untenable. The book is one which should stimulate both 
clinical and pathological investigation along the lines suggested. 


The Medical Diseases of Egypt. By F. M. Sanpwitnu, M.D., 
F.R.C.P. Part I. Pp. vi., 316. London: Henry Kimpton. 
1905. 

This work is in part a text-book for the Egyptian student of 
medicine, and as such deals in the present volume with the 
common infectious diseases, such as scarlet fever, measles, &c. 
Details of the course and symptoms of these diseases are not 
supplied, the author assuming that these are obtained from 
some hand-book on general medicine. The subject of treatment 
is often dismissed in a single line, as under scarlet fever: 
‘* Treatment—Urotropin may be given during the third week 
if scarlatinal nephritis be feared.” 

Dr. Sandwith is at his best when dealing with the history 
and geographical distribution of each disease in Egypt, and 
when dealing with such diseases as bilharziosis, ankylosto- 
miasis, and pellagra. It is interesting to note that he favours 
the view that the parasite may enter the system by penetrating 
the skin, not only in ankylostomiasis, but also in bilharziosis. 
The work will be appreciated by English doctors visiting or 
residing in Egypt. 

Dispensing Made Easy. By Wm. G. SuTHERLAND, M.B. 
Second Edition. Pp. vil., 104.—Bristol: John Wright & Co. 
1905.—This book has been compiled as an aid to medical men 
in compounding medicine for their patients. It opens with 
useful advice regarding the fitting up and arrangement of a 
dispensary. The author apparently advocates: the practice of 
‘‘dotting poisons here and there,” rather than of keeping them 
together in one cupboard—very doubtful advice. He then 
proceeds to give hints, and some very good ones, on the pre- 
paration of various medicaments. Some of his remarks lead 
us to think that he regards his brothers as lacking in common 
sense. For instance, to remove broken corks from inside bottles, 
‘“‘invert the bottle, and endeavour to noose the cork with stiff 
string or wire’’—quite a sporting method. Mr. Sutherland then 
explains how the drug bili may be cut down, quoting certain 
figures in support of his remarks. The book is largely occupied 
by formule for numerous mixtures, those for parish practice 
being so simple that ‘‘they may be safely dispensed by any 
intelligent nurse with a month’s training.” We fail to see why 
simple mixtures can safely be dispensed by novices, especially 
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in a dispensary where the system of scattering poisons prevails. 
Time only will prove the value of such a text-book to those 
engaged in practices where a sound knowledge of extempore 
pharmacy is requisite. 

The Theory and Practice of Medicine. By Freperick J. 
Rorerts, M.D. Tenth Edition. 2 volumes. Pp. xiii., 1,368. 
London: H. K. Lewis. 1905.—Since the last edition of this 
work many advances have been made in medical science. 
These the author has, as far as possible, incorporated in his 
book, bringing it thoroughly up to date. That it is not a com- 
pilation, but embodies the experiences and personal opinions of 
an author after many years’ professional work, adds much to 
the value of the book. Much of the more recent work on the 
organisms connected with tropical diseases has been added. 
The articles on the diseases of the skin have been omitted, as 
the author considers the subject has become too extensive to be 
adequately treated in a text-book on general medicine. As a 
text-book the work can be highly recommended, and that it has 
reached the tenth edition proves that it is deservedly popular. 

Clinical Methods. By Roperr Hurcuison, M.D., and 
Harry Rainy. Third Edition. Pp. xii., 634. London: Cassell 
and Company, Limited. 1905.—This well. known manual has 
been thoroughly revised and brought up to date. Since the last 
edition many important advances “have been made in the realm 
of clinical pathology, and those which are likely to be of 
practical value at the bedside have been added to the book. 
The subject is one which is growing daily in importance and 
extent. The descriptions are clear, concise, and accurate, and 
a considerable amount of useful information is obtained in a 
small compass. The book is undoubtedly one of the best which 
can be owned by a medical student. 

The Nervous Affections of the Heart. Being the Morison 
Lectures delivered before the Koyal College of Physicians of 
Edinburgh in 1902 and 1903. By GrorGe ALEXANDER GIBSON, 
M.D. Pp. gg. Edinburgh: Young J. Pentland. 1904. 
These very interesting and “well-written lectures were duliveced 
before the hk »yal College of Physicians of Edinburgh in 1go2 
and 1903, and published in the Edinburgh Medical Journal. We 
are glad to have them in this more convenient form, in which 
they wili be accessible to a larger number of readers. They are 
divided into two sections: the first dealing with the sensory, 
and the second with motor disturbances of the heart. We can 
recommend the book to the perusal of our readers as presenting 
an adequate and lucid account of a subject of great interest and 
practical importance on which much work has recently been 
done. The lecture on the therapeutics of sensory cardiac dis- 
orders will be found a very useful one. 


Drink Restriction (Thirst Cures) Particularly in Obesity. 
Being Part VI. of Diseases of Metabolism and Nutrition. 
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By Professor C. von Noorpen and Dr. Huco Satomon. 
Edited by BoarpMan Reep, M.D. Pp. 86. Bristol: 
John Wright & Co. 1905.—This is an interesting and 
useful little book. It gives a short historical sketch of the 
therapeutic employment of restriction of fluid, which shows 
that this method of treatment was to some extent employed by 
the ancients and during the Middle Ages. ‘There is an account 
ot physiological investigations into the effects of thirst upon the 
metabolic processes in the organism, and of some recent experi- 
ments of the authors. The latter were made on persons who 
were (1) obese and (2) not obese, and show that loss of fat is 
not a primary consequence of restricting liquids, and that the 
statements of Oertel and Schweninger are misleading in this 
respect. If loss of fat occurs “it must be regarded as dependent 
on certain concomitant factors and influences, chief among 
them, undoubtedly, the loss of appetite that occurs when tie 
patient is made to suffer thirst.’ The large fall in weight that 
occurs in the initial period of a ‘thirst cure” in the obese is 
due to loss of water by the organs and tissues. Increased 
destruction of proteid tissues with increased nitrogenous output 
can be obtained by restricting the amount of fluid taken, but 
only when it is restricted to such an extent as to produce 
torturing thirst, carried, that is, beyond the limits of thera- 
peutic procedure. Deprivation of fluid, especially at meal 
times, in many persons means ioss of appetite, and hence = 
directly loss of weight, but this loss of appetite is by no me: 

an invariable result. Restriction of fluid is valuable in he urt 
disease and in other disorders of the circulatory apparatus, 
because it lessens the total work to be performed by the latter 
on account of the diminished volume of the blood. In obese 
cubjects with feeble heart deprivation of fluid, which the 
author does not carry beyond 1} litres per diem, irrespective of 
the water in the food, is therefore useful. There is some 
evidence that fluid restriction is valuable in selected cases of 
chlorosis. It is also useful in dilatation of the stomach, in some 
other forms of dyspepsia, and at certain stages in‘the course of 
acute nephritis and of contracted granular kidney. The reader 
will find in the book much useful information as to the use of 
this simple but very powerful therapeutic measure. Some of tl 
words used are ugly, e.g. ‘‘ fore-period”’ and “ practician.” The 
dibliography at the end of the work deserves mention. 

On the Hours of Sleep at Public Schools. By T. D. Actax 
M.A., M.D. Pp. 33. London: J. and A. Churchill. 1905 
This inquiry, based on statistics obtained from forty of t! 
great public schools in England and others in the United State 
of America, reveals the fact that the hours of rest in bed 
allotted to schoolboys in this country are considerably fewer 
than in America or Sweden. Dr. Acland is of opinion that 
at a period when new bodily and intellectual functions are 
rapidly unfolding, the minimum amount of rest should be from 
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nine to nine anda half hours. The pamphlet sets forth clearly 
and succinctly the reasons that have led the author to this 
conclusion, and discusses the objections which have been raised 
to the extension of the hours of sleep. Parents and teachers 
and medical officers of schools are much indebted to Dr. Acland 
tor this valuable little monograph. 


The Medical Society’s Transactions. Vol. xxviii. London: 
Harrison & Sons. 1905.—The most noteworthy portion of this 
volume is that containing the Lettsomian Lectures, on func- 
tional mental disorders, given by Dr. G. H. Savage, whose 
large experience of mental diseases enables him to speak with 
great authority on the question. It is commonly believed that 
organic changes imply some visible lesion which is likely to be 
permanent, but Dr. Savage endeavours to show that with 
regard to mental diseases, disorders of function are themselves 
the cause of material changes which are later found in the 
nervous system, and that it 1s not to be expected that mental 
disorder should always be represented by a material pathological 
basis. 


The Nature and Treatment of Cancer. By Joun A. SHaw- 
MackenziE, M.D. Pp.g1. London: Bailliére, Tindall & Cox. 
1905.—This volume is an expanded form of the author’s former 
work published under the title of Some Methods of Hypodermic 
Medication in the Treatment of Inoperable Cancer. He discusses the 
effect of Chian turpentine, oleate of soda, and trypsin given 
hypodermically, and claims that by their use there is an 
apparent arrest of growth, relief of pain, and arrest of fcetor 
in cases of ulceration. The possible fallacies in the conclusions 
formed in the treatment of cases of inoperable cancer—cor- 
rectly or incorrectly diagnosed as such—are numerous, but we 
have so often been disappointed in the results of the so-called 
‘“cancer cures”’ that we must wait for the verification of the 
author’s statements before we can decide that the treatment 
suggested is really beneficial. 

Materia Medica and Therapeutics. By J. Mircuecyt Bruce, 
M.D. New[7th] Edition. Pp. x., 632. London: Cassell and 
Company, Limited. 1905.—Since the publication of the last 
edition of this well-known work nearly ten thousand copies 
have been sold, and this fact alone shows it has gained favour 
with medical men and medical students. Materia medica is 
often considered a dry and useless subject, but when studied 
in conjunction with chemistry and therapeutics becomes a most 
fascinating study. The author has recognised this fact, and 
is to be congratulated on the general arrangement of the 
subject matter. In the section on materia medica the physical 
and chemical properties of drugs are considered, and each 
substance is followed bya brief and accurate description of its 
use. The chemical formule used are not always quite modern, 
but in most cases are beyond criticism. That portion of the 
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work dealing with therapeutics is very ably written, and the 
views on physiological questions are sound and up to date. 
Altogether we have no hesitation in recommending the work to 
medical students and others requiring a reliable text-book. 


The Physiology and Therapeutics of the Harrogate Waters, 
Baths and Climate, applied to the Treatment of Chronic Disease. 
By Wituiam Barn, M.D., and WiLFrip EpGecompr, M.D. 
Pp. x., 300. London: Longmans, Green & Co. 1905.—The 
aim of the authors is to supply evidence showing that the 
therapeutics of the local waters and baths rests on a secure 
foundation, comparable to that of drug therapeutics. The 
number and variety of the medicinal springs of Harrogate, 
which emerge within the compass of a few acres, is no less 
than eighty, and the various waters, showing wide differences 
in character, maintain their individual characteristics with 
great constancy. This is accounted for by the tilting of the 
geological strata to the surface, the springs from varying depths 
gaining exit between layers which are impervious. Sixteen of 
these waters are used internally: in the natural state the waters 
are athermal, but they are heated artificially before reaching 
the taps from which they are dispensed. The saline constituent 
being common to them all, they may be classified under two 
groups — saline-sulphur and saline-chalybeate, of varying 
strengths, mild, medium or strong. The sulphur occurs in the 
form of sodium sulphydrate, NaHS, sodium sulphide, Na,S, 
or sulphuretted hydrogen gas, H,S. This latter constituent 
gives the special characteristic to the water of the old sulphur 
well, the best known and most valuable of the Harrogate 
springs. The book is a reliable guide, with little padding 
and no puffing. 


Dental Surgery. By A. W. Barrett, M.B., L.D.S. Fourth 
Edition. Pp. xii., 159. London: H. K. Lewis. 1905.—This 
is a useful book to those for whom it is written. Most of the 
information it gives would be endorsed by every dental surgeon. 
But we take exception to the statement on page 97 that modern 
opinion favours the retention of stumps. If there is one thing 
more than another getting more apparent every day it is the 
evil wrought by septic conditions of the mouth. We do not 
like the look of the gag illustrated on page 122. 


Index-Catalogue of the Library of the Surgeon-General’s Office, 
United States Army. Second Series. Vol. X., M-Mnikhovshi. 
Pp. 935. Washington: Government Printing Office. 1905.— 
The present volume of this indispensable work includes 10,122 
author titles, 10,856 subject titles, and 22,622 titles of articles 
in periodicals. When we consider that this is but one volume 
of the second series, which will probably reach eighteen volumes 
before it is finished, we can but marvel at the indefatigability of 
the librarian and his assistants, to whom the cordial thanks of 
the profession are due. 





REVIEWS OF BOOKS. 167 


Medical Laboratory Methods and Tests. By Herserr 
Frencu, M.D. Pp. viil., 152. London: Bailliére, Tindali, & 
Cox. 1904.—A handbook which, like the one before us, gives 
an able and critical résumé of the chief practical tests used 
the investigation of the urine, blood, sputum, feces, etc., fulfils 
a very useful purpose. The microscopical examination in affec- 
tions of the skin, of cerebro-spinal fluids, etc., make this a most 
complete handbook for the busy practitioner and for the use of 
students in the wards of a hospital, and to such the book will 
be of the utmost service. 

Hygiene and Public Health, By B. ArtHur WHITELEGGE, 
C.B., M.D., B.Sc. and Grorce Newman, M.D. Tenth 
Edition. Pp. vili., 636. London: Cassell & Co. Ltd. 1905. 
—The appearance of ten editions of this manual in fifteen years 
is evidence alike of its usefulness to the student and of the care 
which the authors take in keeping it up to date. The object 
stated in the preface, namely to present a concise summary of 
the present position of public health matters for the purposes 
of the Medical Officer of Health and the student, seems through- 
out the book to be well fulfilled. As evidence of recent revision 
may be cited, among other things, the mention of the epidemics 
of cerebro-spinal meningitis in New York, of sore throat in 
Colchester, and of small-pox in Dewsbury, all in 1905, while 
such recently discussed points as Hutchinson’s fish theory of 
leprosy, the relation of earth temperature to summer diarrhoea, 
and municipal milk depots are dealt with in sufficient detail for 
a work of this size. Considerable care has been given to the 
bacteriological portions of the book, which on the whole is 
quite up to date; we have failed, however, to find any reference 
to a few points which might usefully have been inserted, such 
as the position of Shiga’s and Flexner’s bacillus as a causative 
factor in dysentery and the summer diarrhoea of infants, the 
clumping reaction in Malta fever, and condition known as para- 
typhoid fever, for which a strain of Gaertner’s baciilus is 
thought to be responsible. Meteorology, the construction of 
houses and drains, and the disposal of sewage are adequately 
treated, and considerable space 1s devoted to diseases due to 
articles of food; milk among these is very fully discussed, and 
due stress is laid on the importance of prompt and effective 
cooling. The subject of so-called ‘ sterilization” of milk and 
the effect of the process on both the milk and the spore-forming 
organisms (‘‘ peptogenic bacteria’’) might perhaps have been 
dealt with at rather more length. The chapters on specific 
epidemic diseases are concise but very clear, and the construc- 
tion and uses of isolation hospitals are definitely and fully 
described. The authors do not agree with the recent views 
which have been expressed as to the use of scarlet fever 
hospitals. The chapters on the numerous acts and regulations 
affecting public health and the duties of medical officers are 
lucid and sufficiently full; among the statistical tables at the 
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end, one showing the small comparative decrease in the infant 
mortality rate might usefully have been inserted. The space 
devoted to the various subjects seems remarkably well appor- 
tioned, and on the whole this manual may be confidently 
ee to those about to enter on the study of public 
health. 


A Manual of Physiology. By G. N. Stewart. Fifth Edition. 
London: Bailliére, Tindall, and Cox. 1906.—This popular 
text-book is too well known to need much introduction. It is 
an excellent example of the type of book that should be read 
for the Intermediate M.B. (London) and the First F.R.C.S. 
It is very full and detailed, admirably in touch with modern 
teaching and trend of opinion, and at the same time is neither too 
bulky nor losing interest by becoming a mere catalogue of facts. 
The diagrams, too, are most instructive. The special features 
of the last edition are best seen in the chapters on Blood, 
Digestion, and that ever-changing field, the Central Nervous 
System. For instance, in the chapter on Blood, an account of 
the coagulation is introduced that those readers whose physiology 
is ten years old would scarcely recognise. The old ‘‘fibrinogens ” 
and “ fibrin-ferments’’ are brought into line with the modern 
conceptions of zymogens and kinases. The influence of this 
recent development of thought is also well seen in the account 


of the digestive ferments. A good summary is also given of the 
very valuable recent work on the agglutinins and precipitins. 
The theories of hearing and colour vision might perhaps have 
received more attention in the light of recent suggestions, 
especially Gray’s modification of the Helmholtz piano theory. 


On Means for the Prolongation of Life. By Sir Hermann 
Weser, M.D. Pp. 104. London: John Bale, Sons and 
Danielsson. 1906.—This is a second enlarged edition of a 
lecture delivered before the Royal College of Physicians in 
December, 1903. The author’s rules for the attainment of the 
object in view are summarised as follows:—1. To exercise and 
maintain in vigour all the organs and tissues of the body by 
regular daily walks or rides, “supplemented by breathing and 
gymnastic exercises, and periodic walking and climbing tours. 

To practice moderation in eating, drinking, and all bodily 
enjoyment. 3. To endeavour to obtain abundance of pure air 
in the house, and to spend as many hours as possible in the 
open air. 4. To maintain and increase the resisting powers of 
the body, and counteract the inherited tendencies to various 
diseases. 5. To create as far as possible the habit of going 
early to bed and of rising early, and to restrict the hours of 
sleep in adult life to six, or seven, or exceptionally eight. 

To promote a healthy condition of the skin by daily baths or 
ablutions. 7. To keep the mental faculties in regular occupation 
by appropriate work. 8. To cultivate sympathy, equanimity, 
contentedness, cheerfulness, and hopefulness, and the great 
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power of the will towards pursuing the path of duty and 
controlling anger, vanity, envy, jealousy, and all other passions. 


Reports from the Laboratory of the Royal College of Physi- 
cians, Edinburgh. Vol. IX. Edinburgh: Oliver and Boyd. 
1905.—This volume contains, in many interesting papers, the 
records of original investigations carried out in the laboratory 
of the Edinburgh Royal College of Physicians from 1903 to 
1905. Part I., consisting of fourteen articles, is devoted chiefly 
to researches by Drs. Noel Paton and Alexander Goodall on 
the physiology of the spleen and supra-renal glands and the 
pathology of the blood. The conclusions drawn from their 
experiments with supra-renal extract suggest that this substance 
when injected in sufficiently large doses produces histological 
changes in two ways—first by its effect upon the blood pressure, 
secondly by a direct toxic effect. The altered blood pressure 
caused intense congestion and cedema of the lungs, and the pro- 
duction of fluid in the peritoneal, pleural and pericardial cavities. 
The histological changes were found principally in the liver 
and kidneys, the former in many instances showing central 
necrosis of the lobules, while in the latter the changes varied 
fron: marked congestion with cloudy swelling to parenchymatous 
nephritis with desquamation of the cells in the tubules. 
Part II. contains thirteen articles on a variety of subjects. Ina 
a r on the influence of diet in pregnancy upon the weight 
of the offspring Dr. Noel Paton refers to the possibility of 
controlling the size of the foetal head by restricting the mother’s 
diet in cases of contracted pelvis. In an article on mastitis in 
cows Mr. James Henderson divides the lesions commonly found 
into ide classes: Tuberculous, purulent, and parenchymatous, 
and discusses very clearly the micro-organisms concerned and 
their bearing especially on epidemic diarrheea i in children. 


The Science and Art of Prescribing. By E. H. Corneck, 
M.D.(Cantab.), F.R.C.P., and ARNoLD Cuaptin, M.D.(Cantab.), 
F.R.C.P. Second Edition. Pp. x., 198. London: Henry 
Kimpton. 1906.—An extremely useful text-book, which would 
with advantage be in the hands of every medical student and 
every medical man starting in practice. The opening chapters 
deal successively with the prescription—the rules for writing 
one and the analysis of a model prescription ; incompatibility— 
chemical, pharmaceutical, and therapeutical; and the ‘“* Adminis- 
tration of Drugs.” The chapter dealing with this last gives a 
comprehensive survey of mixtures, emulsions, pills, powders, 
tablets, gargles, lozenges, &c., together with a complete table 
showing all the drugs in general use, with their doses and best 
methods of exhibition. Part II. is an application of Part L., 
classifying the various ills to which man is heir, and showing 
under each the drugs particularly applicable and their best 
form of administration. The appendix strikes the right note 
in its opening sentence, in which the practice of prescribing 
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‘patent ” remedies of unknown composition is strongly depre- 
cated. It also gives a list of the “quack” remedies of whose 
advertisements the Press is unfortunately teeming, with their 
approximate constitution, a very short perusal of which should 
convince every disciple of A®sculapius that with this little 
handbook and the B.P. he can finally discard ‘ Jones’ Liquor 
Albus,” write his own prescription of known drugs, and feel 
sure that his patient is getting what his prescriber knows is 
the desirable medicament. Therefore the book should be 
bought and read. 


Gynecological Diagnosis. By Arruur E. Gites, M.D., 
B.Sc. Lond. Pp. x., 212. London: Bailliére, Tindall and 
Cox. 1906.—In systematic works the disease is mentioned 
first and the detailed symptoms follow. This plan necessarily 
involves a preformed diagnosis before the subject can be 
followed. The author’s method is the converse of this. He 
takes each of the leading symptoms usually met with in 
gynecological diseases and argues from the general to the 
particular, so that a diagnosis is made from the most prominent 
symptoms of the disease as a starting-point. At the end of 
each division the various conditions leading to the diagnosis 
are set out in tabular form. The method necessarily involves 
some repetition, but it is ingeniously worked out; and though 
the idea is subject to the imperfections which necessarily attend 
a cut-and-dried didactic form, it is a praiseworthy attempt to 
elucidate a class of disease in which the practitioner may have 
had scant opportunities of acquiring such familiarity as is 
needful for the formation of an accurate diagnosis. With the 
reservation that we have mentioned, we can recommend the 
book as a sound and helpful handbook when used in association 
with a systematic work on gynecology. 


Public Health Administration in Glasgow: A Memorial Volume 
of the Writings of James Burn Russell, B.A..M.D.,LL.D. Edited 
by A. K. CHatmers, M.D. Pp. xxxii., 612. Glasgow: James 
Maclehose & Sons. 1905.—The student of Public Health 
owes a debt of gratitude to the editors of this delightful 
volume for rescuing from the oblivion of reports and magazines 
these admirable contributions to the literature of Public Health. 
Dr. Russell was no mere writer of perfunctory reports; his 

essays stand out as lucid studies of the inner meaning and 

practical possibilities of Public Health Administration. To our 
mind, the gem of the collection is the essay“ Public Health 
and Social Problems,” but each essay in the book is thoughtful 
and weighty. The task of editing the book has been very 
sympathetically carried out by Dr. Chalmers, and Sir W. T. 
Gairdner contributes a warm personal appreciation. The 
volume is well brought out, and contains a speaking likeness of 
Dr. Russell. 
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THE seventh annual dinner of thie 

University College University College Colston Society 
Colston Society took place on March 31st under the 
and the presidency of Mr. J. W. Arrowsmith, 
Bristol University. and His Excellency the United States 
Ambassador (the Hon. Whitelaw 

Reid) and the Minister for Education (the Right Hon. 
Augustine Birrell) were the guests of the evening. ‘The 
occasion is a memorable one, for Mr. Arrowsmith announced 
that those of them who had been working so hard for many 
years with the idea of establishing a university for Bristol 
had now determined to take the matter up in earnest. This 
is as it should be, for Bristol has waited long enough, and 
a general committee for this object is already in process 
of formation. Many influential persons have agreed to 
join this committee—the list containing the names of the 
Duke and Duchess of Beaufort, the Marquis of Lansdowne, 
the Marquis of Bath, Earl Ducie, Viscount St. Aldwyn, 
the Right Hon. Walter Long, Lord Fitzmaurice, Lord 
Winterstoke, Sir Frederick Wills and Sir John Dorington 
and so we have good reason to hope that the success 
of the scheme is assured. But a university cannot be 
obtained without a considerable sum of money—we want 
about £200,000o—and it was a pleasing augury that Mr. 
Arrowsmith was able to announce that four gentlemen had 
generously offered contributions to the amount of £30,000— 
Lord Winterstoke and Mr. Joseph Storrs Fry £10,000 each, 
and Sir Frederick Wills and Mr. Francis James Fry £5,000 
each. That is a good beginning; but we must continue to 
‘‘think in thousands” if our hopes are to be realised. As 
Mr. Arrowsmith pointed out, it only requires twenty sums 
of £5,000 to raise the amount of money necessary. Some 
of this money will be required for the purpose of extending 
the present University College, and it is hoped that the 
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site of the Blind Asylum may be acquired, as this would 
give the necessary accommodation. 

Many people in England do not recognise what an 
enormous amount of money is spent on education by other 
states. We have been slow to appreciate the influence of 
education on commerce, and the State and people have been 
too willing to leave the matter to the care of the private 
individual. As the American Ambassador pointed out, the 
United States regard this matter as of national importance, 


and as an example he stated that New York State spent 


in 1905, out of the Treasury, State and local, something 
approaching £9,000,000 on education. Even with such 
huge sums as these at their disposal he thought that none 
of the American schools had money enough. In England, 
however, at present, as the Right Hon, Augustine Birrell 
said, we must rely upon the energy and generosity of our 
leading citizens, and he assured us that ‘no gifts were more 
embalmed or consecrated in the memory of a city than 
tiiose which went to promote its highest education ’’—words 
which are worth remembering by those wealthy citizens to 
whom we must look for the large sum of money required. 
We are much indebted to Professor Travers for his 
excellent pamphlet on the university problem, and would 
advise all those who are interested in the subject to 
carefully study its pages. A brief survey will at once 
convince the most sceptical that the position of Bristol is 
greatly inferior to that of other cities and towns in respect 
of its educational status. Thus in Liverpool we find in 
1905 the value of the buildings and equipment was £310,000, 
the endowment (including scholarship grants) was £325,000, 
and the total income was £53,162. Against this we find 
Bristol in 1904 credited with £60,000 as the value of 
buildings and equipments, only £5,000 endowment, and 
£10,000 annual income. Another point which is brought 
out is the great lack of support in Bristol for its University 
College. Whereas Liverpool received in 1905 £12,800, 
Bristol received only £760 per annum on a mean for eight 
years. This want of contribution from local sources 
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unfortunately has a secondary detrimental effect on the 
distribution of the Government grant, from which Liverpool 
receives £10,000 and Bristoi £4,000. 

The urgent need of Bristol is expressed in the fact that 
it is the only large city in England in which there is no 
university. Space will not allow us to mention in detail 
the many advantages which would accrue to Bristol by the 
establishment of a university, but some of the conclusions 
formed by Professor Travers may be stated. (1) The 
establishment of a university in Bristol will stimulate 


research, and will promote the development of higher 
education. (2) It will bring higher education more closely 
into touch with the commercial, industrial, professional and 
social life of Bristol and the West of England. (3) It will 
enable this city to provide university education for such 
persons as cannot afford to go elsewhere to obtain it, and 
will retain to the city many who will otherwise seek their 
education in some city in which a university is already 
established. 
+ 
Two members of the Society having 
Fifteenth been appointed delegates to represent 
International our Society at this Congress, it becomes 
Medical Congress, the duty of the Editor to give some 
Lisbon, 1906. report of the proceedings. The story 
of the English contingent is for the most 
part comprised in ‘the cruise of the Ophir,” a twin-screw 
steamer of 6,814 tons and 10,000 horse-power, which. left 
Tilbury Dock on April 12th, and after a journey of 2,688 miles, 
with a stay of six days on the Tagus opposite Lisbon, reached 
Tilbury again on the 29th. The list of passengers, comprising 
250 names, was made up largely of medical men and members 
of their families, and the cruise was especially arranged for 
their convenience. In spite of adverse criticism, it has been a 
great success. It enabled those who wished to take a leading 
part in the arrangements of the Congress at Lisbon, and it also 


enabled them to see something of Tangier, Gibraltar, Vigo, and 


Oporto. The visit to Tangier is one which is not likely to be 
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forgotten, and it is impossible to realise the scene without a 
visit. The present state of the land of the former conquerors of 
Southern Spain cannot be grasped without personal inspection. 

The story of the Congress has been well told in the medical 
journals, and, with some minor inaccuracies, is substantially 
correct. The difficulties in ascertaining what was going on in 
the sections, and the difficulties of finding any given thing 
at the stated time were the same as at Madrid. It appears 
that the lapse of time and ideas of punctuality are scarcely 
understood throughout the Iberian peninsula. As regards the 
major functions of the Congress, everyone is agreed that every- 
thing was exceedingly well arranged, that it was well organised, 
successful, and enjoyable, and that much good work was done. 
The delightful entertainments gave universal satisfaction, and 
the féte at Villa Franca de Xira was one which has never beet 
exceeded in enthusiasm and will never be forgotten by ve 
recipients of so royal an ovation. The King and the stately 
Queen of Portugal did everything in their power to make the 
Congress a brilliant international success, and it must be a 
great satisfaction to the President, Conselheiro Costa Alemio, 
and his energetic, ubiquitous and genial Secretary-General, 
Professor Miguel Bombarda, to feel that their untiring exertions 
have been so well rewarded. 

The English contingent was by no means an insignificant 
one, the names of Pavy, Dyce Duckworth, Barlow, Ferrier, 
Moore, Mayo Robson, and many others, who were mostly 
enrolled as Presidents of Honour, are sufficient to show that 
English medicine and surgery were weil represented. One of 
the most noteworthy papers was that of Dr. F. W. Pavy, on 
his favourite subject, “* The Pathogeny of Diabetes,” in which 
he gave a terse account of his own life’s work on this subject. 
Sir Dyce Duckworth gave a paper on a subject in which he 
has long taken an interest, ‘‘Chorea considered as Cerebral 
Rheumatism.” The conclusions of this paper were as follows :— 

. That chorea (of Sydenham) is now regarded as a 
Pema caused by an infective < agency, and not as the result 


merely of shock or fright occurring in persons of neurotic 
instability. 


2. That the peccant matter of rheumatism, which is now 
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recognised as of microbic origin, is certainly the most 

frequent if not the sole cause of the infection. 

3. That no other microbic element than this diplo- 
coccus has been discovered in those cases of chorea which 
are believed to be unconnected with rheumatism and 
independent of rheumatic influence. 

4. That the infecting agent appears to be somewhat 
akin to but distinct from other varieties of streptococcus 
which induce ordinary forms of pyzmia. 

5. That chorea is therefore to be regarded as a form of 
rheumatism involving the membranes and cortical structure 
of the brain, and is in fact cerebral rheumatism. 

6. That there is a neurotic element in the pathogeny of 
chorea predisposing subjects thus impressed to this mani- 
festation, amongst others, of rheumatism. 

7. That chorea is thus a neuro-humoral disorder. 

Dr. Logan, of Harrogate, read a paper on the Solution of some 
Neurological Problems, and Dr. Ferrier described his views on 
the Pathology of Tabes. Other papers were read by Dr. Mott, 
on Sleeping Sickness; Mr. Herbert J. Robson, of Leeds, on 
Appendicitis and on Pneumonia; Mr. D’Arcy Power, on Non- 
Malignant Ulcer; Dr. Edward Wolfenden Collins, on Myositis 
Ossificans; Dr. George F. Still, on Cerebral Palsy in Children; 
Dr. Bashford, on the Classification of the Sarcomata; Dr. 
Saundby, on the Treatment of Cirrhosis of the Liver; Mr. 
Reginald Harrison, on Surgical Interference in Medical 
Nephritis; Mr. Treacher Collins, on Intra-ocular Tuberculosis ; 
and Professor Boyce, on Yellow Fever. 

The cinematograph demonstration of various forms of 
Epilepsy, Athetosis, and other nerve defects, given by Dr. 
Chase, of Boston, was much appreciated, and we have since 
had an opportunity of again seeing those remarkable pictures 
reproduced in our own medical library. 

Another interesting demonstration was that given by Dr. 
Sauerbach, who operates in a closed chamber in which the 
S bach, wl perat losed chamber hich tl 
atmospheric pressure can be reduced to eleven millimetres of 
mercury. At this low pressure the chest of a patient may be 
opened without any risk of pulmonary collapse, the anesthetic 
being administered with the head of the patient outside the 
chamber. Two or more assistants may work in the attenuated 
atmosphere of this chamber without discomfort, indeed the 


writer saw many operations on a dog performed in a very short 
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time, the operator appearing to be in no discomfort and at no 
disadvantage from the confined space in which he was working. 

The next congress is to be held at Budapest in the 
year Igog. 

* * % * * 
A MEMORANDUM on this subject recently 

Cerebro-Spinal issued by Mr. W. H. Power is worthy 

Fever. of attention. Cerebro-spinal fever is 
not of rare occurrence in the United 
Kingdom. In the course of the last forty years this malady 
is known to have been prevalent in a considerable number 
of different localities in England and Wales, several of these 
local outbreaks having taken place in recent years. In 
some instances they have formed the subject of investigation 
by a Medical Inspector of the Local Government Board, 
whose report has usually been made public. Occurrences 
of cerebro-spinal fever have also been observed in Scotland 
and in Ireland. There is indeed, as will appear later, 
reason for belief that this disease is even less uncommon in 
this country than might be supposed from many newspaper 
references to single cases which have been reported irom 
time to time. The term ‘spotted fever’ appears to us to 
be altogether inappropriate, and should be left as formerly 
to be the synonym of typhus fever. Many cases of 
cerebro-spinal fever have no petechiz or spots of any kind. 
It is now well known that an important aid to diagnosis 
may be found in examination of cerebro-spinal fluid, 
withdrawn from the lower part of the spinal canal by 
lumbar puncture, for the presence of the ‘diplococcus 
meningitidis intracellularis’’ of Weichselbaum, a_ micro- 
organism which is now generally regarded as the specific 
cause of cerebro-spinal fever. 

Whether cerebro-spinal fever is spread by direct infection 
from person to person is matter of uncertainty; indeed, there 
is as yet no definite knowledge as to the way or ways in 
which its transmission may take place. Since, however, the 
possibility of direct personal infection cannot, on the evidence 
available, be excluded, it will be wise to endeavour to 
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secure, as far as practicable, the isolation of the sick from 
the healthy. It will also be advisable to apply suitable 
measures of disinfection to premises that have been occupied 
by the sick, and to articles that may have keen in relation 
with them. This subject received much attention at the 
Lisbon congress, when Dr. Judice Cabral (Lagos) gave quite 
a monograph upon the epidemic form, one of the most 
complete and thorough accounts of the disease founded on 
personal observation in a recent epidemic. Professor Anton 
Weichselbaum, of Vienna, gave evidence in favour of the 
view that the cavity of the naso-pharynx was the channel 
through which the micrococcus both found an entrance and 
was also conveyed from the sick to the healthy during the 
acts of sneezing, coughing, speaking, &c. The sporadic 
form was not uncommon, and cases might occur year after 
year, often without any apparent connection other than the 
fact of vicinity. Both speakers commented on the necessity 
for a bacteriological examination of the cerebro-spinal fluid 
to be obtained by lumbar puncture. 
Ir is customary for some of the 
British Electro- London Medical Societies to hold its 
therapeutic Society. meetings during the year in the pro- 
vinces, and we are glad to find that the 
3ritish Electro- therapeutic Society propose to hold their 
summer meeting this year at Clifton. The meeting will be 
held on Friday, July 27th, at the Clifton Down Hotel, under 
the presidency of Mr. J. Hall Edwards, the President of the 
Society, and it is hoped that any member of the profession 
interested in the subjects treated of will attend. Programmes 
of the proceedings and lists of papers to be read will be sent 
out as soon as the details are arranged. Papers which it is 
hoped will prove of interest to all members of the profession 
have already been promised by Dr. Lewis Jones, of St. 
Bartholomew's Hospital, and other prominent electricians. 
The Society was founded some few years ago by the medical 
officers in charge of the electrical departments of the various 
metropolitan hospitals, with the idea of bringing electrical 
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methods of treatment and their usefulness more prominently 
before the profession, and at the same time to promote in every 
way the plan of keeping electrical treatment (including X-ray 
treatment) in the hands of qualified men. Dr. Reginald Morton 
and Dr. Kenneth Wills are the hon. secretaries of the Society. 


“ 


THE arrangements for the annual 

The Royal meeting in Bristol, July gth to 14th, 
Sanitary Institute. are progressing satisfactorily, and the 
Health Exhibition in the Drill Hall 


will be open from the gth to the 21st. <A lecture on the 


‘Relation of Heredity to Physical Degeneration” is to be 


given by Professor C. Lloyd Morgan, F.R.S., and the following 


set subjects are to be discussed in the various sections :— 


Section I.—SaNiTARY SCIENCE AND PREVENTIVE Me_pI- 
cINE.—‘‘ An International System of the Notification of 
the more serious Infectious Diseases, *to be introduced by 
EE. Wailtord, M.D. DP oH. 

Section II.— ENGINEERING AND ARCHITECTURE.—“ The 
Construction of Isolated Homes for the aged poor versus 
the Workhouse,” to be introduced by A. Saxon Snell, 
|e ae IR By 

Section II].—Puysics, CHEMISTRY, AND BroLtocy.—‘ The 
Influence of Dust on Health,” to be introduced by Philip 
Boobbyer, M.D. 

Couference of Municipal Representatives.—“ The Rational 
Extension of Modern Cities,” to be introduced by Arthur 
Richardson, M.P. 

Conference of Engineers and Surveyors —* Rural Road 
Construction and Maintenance,” to be introduced by 
R. Phillips, M.Inst.C.E. 

Conference of Medical Officers of Health.—* ‘Amendment 
of existing laws and the need of Additional Powers for 
greater efficiency in Public Health Administration.” 

Conference of Veterinary Inspectors. —‘ Milk Contamination 
in Collection and Transit,” to be introduced by J. S. Lloyd, 
| Fe on Or Se 

Conference of Sanitary Inspectors.—* Advantages of Public 
Abattoirs,” to be introduced by Geo. Anderson. 

Conference of Women on Hygiene.—‘ Free Meals for 
‘Nursing Mothers,’’”’ to be introduced by Miss Edith 
Evans. 

Conference on the Hygiene of School Life.-—‘ Instruction and 
Hygiene in Training Colleges,” to be introduced by Miss 
Alice Ravenhill. 


aE 
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It will be seen that the subjects are all of much interest to 
the medical professicn, and it is hoped that the medical element 
will be largely represented at the sectional as well as at the 


general meetings. 


Motes on Preparations for the Sick. 


Liq. Viole Glucosidi (Gadd).—Messrs. Evans, Gapp & Co., 
Exeter and Bristol.—With reference to the treatment of 
cancerous affections with violet leaves—a method now much 
in vogue—it is of interest to observe that in a paper read by 
Mr. H. Wippell Gadd, F.C.S., before the Therapeutical 
Society in December last, he gave particulars of a systematic 
examination of the leaves of the ‘ Princess of Wales” violet. 
This may be summarised as follows :— 

No volatile constituent was isolated. 

2. No alkaloid could be detected. 

3. No salicylic acid was found. 

4. The presence of a glucoside was proved, and this reckoned 
as viola-quercitrin amounted to 5 per cent. of the weight 
of the fresh leaves. 

A concentrated preparation, containing in each fluid part the 
glucoside present in one part by weight of the leaves, has been 
made, and the methods of making and standardising this were 
described in detail. We have used this fluid in two cases, and 
can state that it has no objectionable qualities, neither, so far 
as can be learnt from short experience, has it any positive 
merits. 


Alexine (The Joulie Laboratory of Paris).—Tuos. Curisty 
AND Co., London.—This preparation is made on the basis 
that phosphorus is necessary to the manifestation of brain 
power, and that the uncertain results of the known prepara- 
tions have led to a temporary abandonment of what should 
be a most valuable drug. Alexine is believed to contain 
pure, free phosphoric acid; by association with biphosphate of 
manganese and biphosphate of iron, it is claimed that the whole 
quantity of phosphoric acid remains in an absolutely tree state. 
It is a pale rose, granular powder, readily soluble in water. One 
to two teaspoonfuls are to be taken in water two or three times 


a day. 


‘* Sajodin.”—Tue Bayer Co., 19 St. Dunstan’s Hill, London, 
E.C.—Under this name has been introduced the calcium salt 
of monoiodo-behenic acid. It is a colourless substance, con- 
taining about 25 per cent. of organically combined iodine, and 
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is practically tasteless, thus possessing a distinct advantage 
over alkaline iodides. We have previously laid stress on the 
value of organically-combined halogen compounds, and clinical 
experiments have shown that ‘ Sajodin” is no exception to the 
rule. It has been successfully administered in cases where the 
internal use of iodine was indicated, such as angina pectoris of 
vasomotor origin, in bronchial and in cardiac asthma. It is best 
prescribed in the form of powders, the dose being from 15 to 45 
grains. 


Tabloid Xaxa, gr. v.; Tabloid Sodium Citrate, gr. ii.; Argyrol, 
in tabloid and soloid; Enule Gall and Opium; Tabloid Brand 
Pastilles.— BurrouGuHs, WELLCOME & Co., London.—This firm 
does well whatever it undertakes, and the above preparations 
appear to be worthy of all confidence. 


TABLOID XAaxA, gr. v.—‘* Xaxa” is a trade mark name to 
designate acetyl-salicylic acid. Acetyl-salicylic acid has been 
very widely prescribed, as it appears to possess all the valuable 
therapeutic properties of salicylic acid and its salts, without 
unpleasant after-effects. Acetyl-salicylic acid is insoluble in 
the stomach, but readily soluble in the intestine, and therefore 
causes no gastric irritation. It may be used in any conditions 
in which salicylic acid or sodium salicylate is usually employed. 
It is unquestionably of great service in gout and rheumatism, 
especially in connection with the ear affections associated with 
these conditions. It is also of conspicuous value in some forms 
of headache and neuralgia. It has been administered with 
success in chorea, pleurisy, glycosuria, eye diseases, and for the 
pains of tabes dorsalis and disseminated sclerosis. It has also 
been given for the relief of pain following abdominal operations, 
and may be employed generally as an analgesic. Acetyl-sali- 
cylic acid, presented as Tabloid Xaxa, readily disintegrates, 
and its therapeutic effect is promptly manifested. ‘ Naxa”’ 
contains no free salicylic acid. 

One to three Tabloid Xaxa may be directed to be swallowed 
with water, plain or acidulated, twice or thrice daily, after food. 
For the relief of pain 15 grains may be prescribed as a first 
dose, with further doses if necessary of Io grains at intervals of 
one hour to one hour and a half until three or four doses in all 
have been given. 

TaBLoip Sopium CITRATE, gr. ii.—Difficulties associated 
with the digestion by infants of artificially- prepared foods 
frequently come under the notice of the medical practitioner. 
The necessary modification of cow’s milk by dilution and 
sweetening to approximate human milk is often inefficiently 
carried out by the mother or nurse, consequently the infant 
may develop gastro-intestinal symptoms as a result of its 
inability to digest the food administered. The digestibility of 
cow’s milk is greatly assisted by the addition of sodium citrate. 
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The explanation of the action which is commonly given is that 
the acid caseinogen and the calcium salts of milk in presence 
of the gastric juice form a thick casein clot. If sodium citrate 
be added to the milk it combines with the caseinogen to form a 
sodium compound less dense and more absorbable than the 
calcium caseinogen compound in the normal milk clot. The 
calcium salts in the milk unite with the citric acid of the sodium 
citrate, and the resultant calcium citrate is diluted by the 
stomach contents and absorbed. Thus the introduction of 
sodium citrate increases the digestibility of cow’s milk in a 
remarkable manner, allows the absorption of the calcium salts, 
and greatly enhances the food value of the milk. The milk so 
modified is also a valuable antiscorbutic. This method of 
treating milk may be employed in cases where there is reason 
to believe that the nourishment of the infant is unsatisfactory, 
and is of great value in cases of poor patients who cannot carry 
out more complicated instructions regarding the modification 
of cow’s milk. It is indicated when the mother’s milk does not 
suit the child, and also in the process of weaning. It is used to 
enable the amount of milk given in twenty-four hours to be 
increased. It is valuable in arresting or avoiding milk dyspepsia. 

The cheapness of this method of milk modification is a 
feature to be emphasised. It is directed that 1 to 2 grains or 
more of sodium citrate be given in each ounce of milk. One 
tabloid should be dissolved in about one teaspoonful of water 
and added as required to the milk. The tabloid should not be 
added directly to the milk. 





ArGyROL.—Argyrol is an organic silver compound, strongly 
antiseptic, non-irritating, and non-toxic in the strengths usually 
employed. Five to 50 per cent. solutions are used in purulent 
and gonorrhceal ophthalmia and in lachrymal obstruction. In 
gonococcal urethritis initial injections of a 5 per cent. solution, 
gradually increased in strength, are recommended. Rectal 
injections of 1 to 5 pints of a1 per cent. solution are employed 
in mucous and ulcerative colitis. Argyrol is stated not to 
precipitate albumin, and hence the solution penetrates the 
tissues without causing a superficial coagulum such as occurs 
with other agents. This property is of importance in gonorrhea, 
the solution of Argyrol being capable of destroying gonococci 
in the deeper tissues. The following are issued :— 

Tabloid Ophthalmic Argyrol, gr. ,.—One placed directly 
on the conjunctiva dissolves in a few seconds. 

Soloid Argyrol, gr. 1.—One dissolved in sufficient distilled 
water to produce a volume of 11 minims yields a to 
per cent. solution. 

Soloid Argyrol, gr. 5.45.—One dissolved in 1 drachm of 
water yields a 10 per cent. solution. 


EnuLe GALt AND Oprtum.—Enule Gall and Opium presents 
an effective and convenient means of prescribing’ opium with 
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the astringent principle of galls in the form of a suppository. 
Each contains extract of opium, gr. }, and tannic acid, gr. 3, 
equivalent to gr. 5 of galls. In hemorrhoids, rectal ulcer, 
fissure, congestion of the mucosa, rectal discharges, &c., the 


employment of this Enule should give good results. 


TaBLoiD Branp Pastittes.—We have received several 
samples of these Tabloid Brand Pastilles. They present a 
series in which the utmost reliance may be placed. The 


agreeable demulcent basis is adjusted to dissolve slowly in 
the mouth, and so ensure the full efficacy of this method of 
administration. The list of Tabloid Brand Pastilles is as 
follows :— 

1. Ammonium Chloride and Liquorice. 

2. Benzoic Acid Compound— 


MR Acidi Bemroici ... .:. 6. 1s hs? 
Codeinz SC SRC rie ery Set 
Menthol fice kine? qaee ease iy saree aan 
P. Ipecacuaahie .. osc ics ose 
Cocaine Hydrochloridi ... ... ,, 44 
Coampeeed TRUITE ne eee ew ge 


Cocaine Hydrochloride, gr. 
Codeine, gr. 1. 
Glycerin. 
Glycerin and Black Currant. 
Glycerin, Tannin, and Black Currant. 
Glycerin, Tannin, Capsicum, and Black Currant. 
9. Heroin, gr. ;'5, with Terpin Hydrate, gr. 4. 
10. Lemon Juice. 
11. Linseed, Liquorice, and Chlorodyne. 
12. Morphine and Ipecacuanha— 

R Morphine Hydrochloridi Jose GFe as 

Pulv. Ipecacuanhz <.. ..: <«- : 

13. Pino), mm. 1. 
14. Red Gum and Cocaine— 


JS 
10° 


CON Din Ww 


RK Gummi Rubri ... . car yak BS 
Cocaine Hydrochloridi a ee. 

15. Rhatany, Menthol, and Cocaine— 
Rm Eat. Mramerio 2.0 2c. oes oss Qe 2 
Menthol Scene eC mE 


Cocaine Hydrochloridi oes eee BH 

16. Menthol, gr. 

Triferrin; Santyl—Knort & Co., 27a St. Mary-at- Hill, 
London, E.C.—Triferrin is a paranucleate of iron, composed of 
22 per cent. of iron and 24 per cent. phosphorus, an organic 
combination readily soluble in a dilute solution of bicarbonate 
of soda, but not soluble in the hydrochloric acid of the gastric 
juice. It is conveniently prepared in tablets containing 43 grains 
of triferrin with some chocolate, also in a fluid form containing 
14 per cent. of triferrin with aromatics, the compound being 




































Sai Zines 








— —_ 





NOTES ON PREPARATIONS FOR THE SICK. 183 
called Triferrol. The powder being free from taste is readily 
taken; it passes unchanged through the stomach, but is readily 
absorbed from the intestines, and should increase greatly the 
quantity of iron in the liver and the hemoglobin in the blood. 
It cannot fail to be a very efficient method for the treatment of 
anzmic conditions ; the dose is 5 grains. 

Santyl (Knoll) is a tasteless, non-irritating salicylic ester of 
sandal wood oil. It may be given in doses of 30 drops in milk 
or in capsules. It is free from the unpleasant taste and smell 
of the usual preparations; it does not irritate either the 
intestinal or the renal tract, and is eminently efficient in 
urethritis and its usual complications. 


We have received the following preparations from Messrs. 
Parke, Davis & Co., London :—Acetozone, antiseptic; Aceto- 
zone, inhalant ; Thyroidectin; Hypodermie Tablets, Scopolamine 
and Morphine; Mentholated Throat Tablets, a compound of 
menthol and eucalyptol; Acetanilide and Sodium Compound ; 
Chocolate-coated Tablets; Gelatin-coated Evacuant Pill, a com- 
pound of aloin, strychnine, belladonna and ipecac.; Colchicine 
with Methyl Salicylate, in globules; Solution, Iron Peptonate 
and Manganese. 

CoLcHICINE WITH Mertruyt SaricyLtatr.—In globules, each 
globule consists of a soluble gelatin shell enclosing three minims 
of pure methyl salicylate in which is dissolved 1.250 grain of 
colchicine. The globules are made by a process that com- 
pletely excludes air, yielding an attractive product that is easily 
swallowed and rapidly absorbed. The dose is one to two 
globules, three or four times daily. 


SoLuTion, Iron Peptonate and Manganese.—Solution of 
iron peptonate and manganese is entirely tree from the usual 
objections urged against iron preparations. It is a semi-organic 
compound which, as soon as administered, is ready for imme- 
diate absorption by the intestinal villi. 

The solution contains 0.6 per cent. of metallic iron and o.1 
per cent. of metallic manganese. The dose is one teaspoonful, 
to be taken three times a day, so that the patient receives not 
more than one grain of iron during the twenty-four hours. Much 
of the chalybeate medication of the past has proceeded upon the 
theory that the patient required to be dosed with large quantities 
of medicinal iron—a theory which holds good only when the 
absorption of the iron administered is extremely imperfect. 

This is a very palatable fluid preparation of iron and man- 
ganese, and prompt results from its use may be expected. It is 
a valuable tonic in neurasthenia, convalescence, and general 
debility from any cause, also in the treatment of the anzmia of 
Bright’s disease. It does not disturb the digestion or constipate 
the bowels. 





ACETOZONE.—Under the name Ace gr valuable 
\ Under tl 1e of “* Acetozone,”’ a valuabl 
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germicide has been placed upon the market. Chemically it 
consists of benzoyl-acetyl peroxide, a substance readily hydro- 
lysed, the products of hydrolysis including benzoic acid and 
hydrogen peroxide, the latter body being a2 source of nascent 
Oxygen. Acetozone is recommended for the preparation of 
antiseptic lotions for various purposes, and also for internal 
administration. We consider the introduction of such an active 
preparation as the one described to be a distinct advance in the 
reaim of germicides. 


ACETOZONE INHALANT.—A solution of acetozone (I per cent.) 
and chloretone (0.5 per cent.) in liquid paraffin. Valuable in 
all infectious or bacterial diseases of the nose, mouth, ear or 
throat, also in bronchitis and other inflammatory conditions of 
mucous membrane accessible by spray. It is practically non- 
irritating, and is best applied by means of the P. D. & Co. 
‘*Glaseptic Nebuliser.”’ 


THYROIDECTIN.—A powder prepared from the blood of 
animals which have been deprived of the thyroid gland. It 
was assumed that by such means thyroidism could be neu- 
tralised, and clinical tests have corroborated the theory. In 
the treatment of Graves’s disease marked improvement has 
almost invariably been observed. Thyroidectin is non-toxic, 
and appears to be well borne by the stomach. It is supplied 
in capsules of 5 grains each, the dose being from 5 to Io grains. 


SCOPOLAMINE AND MorpuHiNneE Hypopermic TaBLets.—Each 
contains 1.64 grain scopolamine hydrobromide and 2.5 grain 
morphine hydrochloride. This combination is recommended 
by Korff (Berliner klinische Wochenschvift) for the production of 
general anesthesia or as an aid to ether or chloroform, which, 
if used at all, are needed in much less quantities than usual. 
One-third part of a freshly-prepared solution of one of these 
tablets is injected two hours and a half, one hour and a half, 
and half an hour before operating. Specially useful where 
ether or chloroform is contra -indicated. Reports state that 
salivation is not excited, that liability to nausea is lessened, 
and quiet and freedom from pain after operation are secured. 
(See Brit. Med. Jour., Dec. 30th, 1905, p. 1703.) 

Validol, a preventive and cure of sea-sickness.—ZIMMER & 
Co., Frankfurt-am-Main; 33 Lime Street, London. — Yet another 
remedy for sea-sickness. So many of these are in vogue, and 
are said to be so efficacious, that there seems to be little need 
for more. Validol is composed of menthol and valerianic acid, 
but, like all remedies of the kind, it can only be obtained from 
the firm which has given this name to a combination of unknown 
proportions. The one drug is said to quiet the stomach and the 
other the brain. One or two doses of 1o drops on a piece of 
sugar frequently prevents sea-sickness and always give relief. 
In the initial stages of sea-sickness (cerebral pressure, nauseous 
taste, salivation, giddiness, &c.) 10 to 15 drops of Validol on a 
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piece of sugar should be taken, the patient then lying down for 
half an hour. Later ona glass of wine and a biscuit may be 
taken, whereupon, after the lapse of an hour or so, the patient 
as a rule feels fresh and quite able to partake of food. If 
necessary the simple treatment as described above is repeated. 

Droitwich Brine Crystals—Weston anp WEsTALL, LTD., 
23 Botolph Lane, London, E.C.—We have received a specimen 
ot these crystals, which are recommended as a home remedy for 
rheumatism. The curative effects of the Droitwich brine baths 
are too well known for comment, and the Brine Crystals are 
made from the natural water. Analysis shows the presence of 
chlorides and sulphates in combination with sodium and 
potassium, with some calcium and magnesium. The crystals 
are supplied in conveniently-sized bags containing 14 lb., this 
quantity being sufficient for the preparation of numerous baths. 


Farmhouse Bread.—-HENry Jones, Broadmead, Bristol.—The 
products manufactured by Mr. Henry Jones have been before 
the public for many years, and have made an excellent reputa- 
tion for themselves. We have recently made a personal trial of 
‘‘Farmhouse Bread,” and consider that it possesses the good 
qualities claimed by its maker. 


The Library of the 
Bristol Medico-Chirurgical Society. 


Tie following donations have been received since the publication 
of the List in March: 
May 31st, 1906 


Albany Medical College (1) oe ... I volume. 
British Balneological and Climatological Society ay. 3. 43 

The Editor of Cleveland Medical Journal ay se eee, 10 -: 
The Editor of Detroit Medical — 4) Per me: | mee 

L. M. Griffiths (5) PrCarrcy wot sas ee 22 VOluMES, 
W. Arbuthnot Bane (6) .... ... «.. <a. seo sss E Volume, 
Luzerne County Medical Society we on es Oe 
Providence Medical Association (8) Ae Oe ee ne ve 

R. Shingleton Smith, M.D. (9)... ... ... «2. ws. )»=0- 2 Volumes. 
James Willing, Jun. Ltd. (10) ... ...  ...  ... «.. I volume. 


SIXTIETH LIST OF BOOKS. 
The titles of books mentioned in previous lists are not repeated 
The figures in brackets refer to the figures after the names of the donors, 
and show by whom the volumes were presented. The books to which no 
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MEETINGS OF SOCIETIES. 


Bristol Medico-sChirurgical Society. 


A Correction.—In the report of the meeting of the Society 
on February 14th, 1906, Mr. W. Roger Williams is credited 
with having stated that ‘‘in the last fifty years the mortality of 
phthisis had decreased threefold.” Mr. Williams informs us 
that what he actually said was, that ‘‘during the last sixty-five 
years the phthisis mortality had declined threefold, viz. from 
380 per 100,000 living in 1838 to 119 in 1903.” 


March 14th, 1906. 
Mr. Jonn Dacre, President, in the Chair. 

An address on The Position of Pathology with regard to 
Clinical Diagnosis was given by A. W. Mayo Rosson, D.Sc., 
F.R.C.S., Emeritus Professor of Surgery in the University of 
Leeds. 


The address was highly appreciated by the large number of 
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members and visitors who attended the meeting, and sub- 


sequently a cordial vote of thanks was given to Prof. Mayo 
ROBSON. 


Apmil 11th, 1906. 
Mr. Joun Dacre, President, in the Chair. 


Dr. J. A. Nixon showed a specimen of Calcareous Supra- 
renal Capsules. 

Mr. Munro Situ read notes on a case of Thrombosis of 
Mesenteric Vessels. The patient, a middle-aged man, was 
seized suddenly with abdominal pain and sickness. The 
symptoms ran a sub-acute course for more than two weeks, and 
then became more marked. The abdomen was opened, and 
three feet of small intestine found to be dark red, but not 
cedematous. JResection was not attempted. The patient died 
three weeks after the initial symptoms. The whole of the 
superior mesenteric artery and the mesenteric veins were found 
to be thrombosed at the autopsy. , No cardiac, pulmonary, or 
arterial disease could be discovered.—Dr. Bertram Rocers 
alluded to a case he had reported of thrombosis of the 
mesenteric veins in which the patient was a boy. The 
symptoms had lasted two or three months, and included 
abdominal pain, distension and ascites. There had not been 
obstruction of the bowels nor melana.—Dr. Strack asked if 
there had been evidence as to whether the thrombosis was due 
to embolism or to the contrary.— Mr. Munro Situ replied that 
there was no definite sign that an embolism was the cause. No 
blood had been passed per rectum. 

Dr. J. MicHett Criarke read a paper on ‘The Urinary 
Nitrogenous Excretion in Bright's Disease as a Guide to 
Treatment.”’ 

Dr. G. Parker gave an account of a case of Splenic Leukemia 
with the symptoms of Gout. ‘The jeukzmia could be traced to a 
malarial origin, and was of a severe type with 220,000 white 
cells, 25 per cent. of myelocytes and a huge spleen. Under 
treatment by cacodylate of sodium and the X-rays the patient 
recovered sufficiently to return to work for a time. Acute 
attacks of arthritis commencing in the left knee, but affecting 
also the great toe and the other joints, with redness and 
swelling and pain, commenced about the same time as the 
leukemia. Deposits of urate of sodium formed in the ear and 
on both index fingers. The urine had throughout shown 
albumen, granular and other casts were noted; 270 grains of 
urea and 3 to 6 grains of purin bodies in the twenty-four hours 
had been found during a quiescent period. The interest of the 
case lay in the fact that in leukemia, although there is an 
enormous increase of endogenous uric acid, the symptoms of 
gout are practically unknown. Garrod and Roberts think that 
this is because the uric acid is freely excreted by the healthy 
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kidneys. Here, the kidneys being impaired, uratic deposits in 
the joints took place, @.e. the great excess of uric acid plus the 
retention produced uratosis, a fact which is not without im- 
portance as to some theories of gout. 


May 10th, 7906. 
Mr. Joun Dacre, President, in the Chair. 


Dr. Barcray Baron showed a case of Excision of portion of 
the Larynx for Epithelioma in September, 1904, with no re- 
currence and good voice. 

Dr. J. O. Symes showed a case of Arthritis with large spleen 
in an adult. 

Mr. T. CarwaRDINE showed (a) a Charcot’s Knee, ()) a 
Diseased Elbow, (c) a case of Recurrent Intussusception at six and 
nine months of age. 

Dr. J. MicnueLt CLarke showed a case of ‘ Peroneal or 
Neurotic Muscular Atrophy.” 

Mr. J. Taytor showed Skiagrams of rare and interesting 
clinical conditions. 

Dr. J. A. Nixon showed (a) a case of Lichen Scrofulosorum, 
(b) two cases of Herpes Ophthalmicus. 

Dr. Watson Wit iAms demonstrated models illustrating the 
Clinical Anatomy of the Nose and Accessory Sinuses, 

Dr. KENNETH WILLS showed cases of Teenia Circinata. 

Dr. FortrescuE-BrickDALE showed a case of Tremor of 
unilateral distribution. 

Dr. WALTER G. Cuask (of Boston, U.S.A.) gave a demonstra- 
tion by Cinematograph of Epilepsy and other Clinical Phenomena 
of Nervous Diseases. 

J. Lacy Firtu. 
H. F. Mote, Hon. Sec. 


Wewport Medical Society. 


At the Newport and Monmouthshire Hospital on Thursday, 
May 17th, 1906, Sir Thomas Myles, ex-President of the Royal 
College of Surgeons in Ireland, delivered an address on the 
value of the X-rays to the general practitioner. Mr. W. F. 
Green, President of the Society, occupied the chair, and there 
was a large audience, including many of the medical men 
of Bristo), Cardiff, and the surrounding districts. 

The Lecturer specially directed the attention of his audience 
to a series of lantern slides illustrating the importance of 
expert X-ray examination in the diagnosis of injuries in the 
neighbourhood of the shoulder-joint. The pictures demon- 
strated clearly that many accidents which were formerly con- 
sidered to be of the nature of sprains or bruises are actually 
associated with damage to bony structures, and the lecturer 
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expressed his opinion that fractures of the great tuberosity are 
more common than is usually believed. Excellent examples of 
X-ray work were exhibited, which showed :—(a) Fractures of 
the anatomical neck (1) without impaction, (2) with impaction, 
(3) with impaction and separation of the tuberosities, (4) with 
rotation of the head into a horizontal position, (5) with 
impaction and comminution, (6) with dislocation of the head; 
(b) Fractures of the surgical neck, (1) showing a large spicule of 
bone, (2) transverse without displacement, (3) transverse with 
displacement, (4) with impaction, (5) with impaction from a 
case in which diagnosis of the condition without radiography 
was impossible, (6) without any deformity, (7) old-standing 
with a large ring of callus, (8) old ununited, (g) with dislocation 
of the head; (c) Dislocations, (1) simple sub-coracoid, (2) sub- 
coracoid with doubtful fracture of the anatomical neck, (3) sub- 
coracoid with tearing of the tuberosities, (4) sub-glenoid with 
tearing of the tuberosities; (d) Separation of the epiphysis. 
A number of further slides were then thrown on the screen, 
including illustrations of such rare conditions as_ reversed 
Colles’s fracture, dislocation of the ulna from the radius at the 
lower end, Bennet’s fracture of the thumb, transverse fracture 
of the tibia without displacement and compression fracture 
of the tibia. 

Mr. R. Lane Joynt, Surgeon to the Meath Hospital, Dublin, 
who had carried out the X-ray work for the demonstration, was 
present and assisted the lecturer. 

On the motion of Dr. Garrod Thomas, seconded by 
a J. Lynn Thomas, C.B., and supported by Mr. J. Paul Bush, 

>.M.G., and others, a hearty vote of thanks was passed to 
Sir Thomas Myles and Mr. Lane Joynt. 

Sir Thomas “Myle ‘Ss, In replying, thanked the audience for the 
cordiality of his reception, and expressed his appreciation of 
the expert manner in which the lantern was manipulated by 
Mr. Geo. R. Thompson. 


Obituary Wotice. 


J. H. PARRY, L.R.C.P.and S. Edin. 


We regret to note the death of Mr. J. H. Parry, at the age 
of 56. He was a student of the Bristol Medical School, and 
at the General Hospital gained the Clarke Surgical Scholarship. 
He obtained the diplomas of L.R.C.P.andS. Edin. in 1877, 
and was for many years a busy and successful practitioner, and 
until recently was Medical Officer of Health for the Horfield 
District Council. In 1892 he was President of the Bristol 
Cambrian Society. 




























































































































































Local Medical Wotes. 


University College, Bristol—_Students of the College have 
been successful in the following recent Examinations :— 
F.R.C.S.—Primary Examination: C. A. Moore, M.B., B.S. 
Lond. 

Conjoint Boarp oF ENGLAND.—First Examination: Chemistry 
and Physiccs—J. W. Elliott. Brology—T. E. Ashley, L. C. W. 
Baker, H. H. Hiley, S. Marle, F.C. Nicholls. Surgery— 
W. W. King, R. E. Thomas, J. B. V. Watts*. Midwifery— 
F. T. Boucher, J. B. V. Watts*. 

L.D.S.—Chemistry and Physics—P. J. Burton. Dental Metal- 
lurgy—C. A. Joll. Final Examination: Part I.—C. G. Plumley; 
Part II.—W. J. Jones*. 

* Completes Examination. 

SociETY OF APOTHECARIES.—Midwifery—P. Moxey, E. V. 
Connellan. 

Orthopedic Hospital and Home for Crippled Children, Bristol. 
—E. H. E. Stack, M.B., B.C. Cantab., F.R.C.S. Eng., has been 
appointed Honorary Surgeon to this institution. 


Bristol Eye Dispensary.—The annual report of this institu- 
tion shows that 5,056 patients have been treated during the 
year. The financial statement was satisfactory. It was stated 
that the examination of school children’s eyes formed a con- 
siderable part of the work of the honorary staff, and it was 
suggested that the Education Committee should pay some 
medical man who could undertake such work. 


Winsley Sanatorium.—The first annual report—that for 
1904-5—has been issued, and is a well-illustrated record of 
everything relating to the institution. The report of the 
Medical Officer shows that excellent work is being done, the 
results for the year being as shown below :— 


TABLE SHOWING SUMMARY OF ADMISSIONS AND DISCHARGES. 


Admissions ... es a “be 2% ae 5s sis) ESO 
Discharges bh nor Sets ies rec 131 
Disease arrested, fit for suitable work .... 49 — 37.4 per cent. 

Much improved ... ae ae eee 333 — ~25.2 
Improved ... can ee ae 1 ©3930 — 22.9 ss 
Not improved sea Py oe cool 7 

Died - io 2 





Total a oe 131 

The many difficulties of the early life of this Sanatorium have 
now been surmounted. The Sanatorium for consumptives in 
the three counties is now fully equipped and in full work, with 
its sixty beds occupied. We trust that the public will appreciate 
the advantages it has conferred on the district, and that its 
work will not be hampered by a long-standing debt on the 
building fund or a deficiency in its annual income. 


